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IMPLICATIONS OF THE DURHAM DECISION 


Judge David L. Bazelon, of the U.S. Court of Appeals for the 
District of Columbia, was presented with a special A.P.A. cita- 
tion at the Institute Banquet. His acceptance speech, slightly 
abridged, follows. 


N QUESTION is more fundamental to the law than whether 
an individual is to be held legally accountable for his 
behavior. I know you will all agree that emotions have at least 
as much to do with behavior as the intellect. Yet in most states 
only the intellect is considered in the inquiry into the individ- 
ual’s responsibility. My opinion in Durham against the United 
States (214 Fed. 2nd 862) seeks to broaden that inquiry. It 
would include whatever relevant information the behavioral 
sciences can furnish. The thesis of Durham is not complicated 
and it is not revolutionary. It is simply that juries should be 
told what is known about the dynamics of human behavior. 

This decision may stimulate re-examination and reap- 
praisal of the standards for determining individual respon- 
sibility. 

Some have said that it is my purpose to empty the jails and 
fill the mental hospitals with criminals. Treatment, rather than 
punishment, would indeed more nearly accord with human 
dignity. Furthermore, the hospital superintendent's certificate 
of discharge—based on completion of treatment, and hopefully, 
cure—is a better assurance of the safety of society than the 
prison warden’s certificate based on completion of a sentence. 
But I know that psychiatrists are not so plentiful and their 
science not so advanced as to enable them to take on this task. 
For those reasons, I would not impose it on them now. 

I feel most strongly that the law will be enriched by the 
young science of psychodynamics. And I am happy that you 
agree, for it is to professions such as yours that the law must 
look for these newer insights into human behavior. 

In the District of Columbia, an accused is not held criminally 
responsible for an act which was the product of a mental dis- 
ease or defect. To that extent, we have acknowledged the 
growth and development of modern dynamic psychiatry. 

What form the concept will take, what substance it will com- 


prise, and what influence it will have in the administration of 
justice, we will know only after much more time has passed 
and much more experience has been gained. 


In large measure, the future depends upon what the courts 
obtain from the psychiatrists. In case after case coming before 
the courts, we shall look to you for medical judgment and 
opinion about the total scope of a mental illness or defect. 
You must enlighten us about the dynamics of behavior under- 
lying such terms as “mental disease,” “mental defect,” “in- 
sanity,” “sound mind” and the numerous other terms that 
sometimes confuse more than they clarify. 


All these terms have a legal as well as a medical meaning. 
The psychiatrist in the courtroom must understand that his 
function is not to make a legal determination of whether an 
accused is suffering from a mental disease or defect. That is 
for judge and jury to decide. The psychiatrist’s role is to 
supply the medical data—observed facts or opinions or both— 
upon which a legal determination can be based. Perhaps he 
should share this function with the sociologist and the psy- 
chologist. If he thinks he should, he should say so. Moreover, 
the psychiatrist need not and, indeed, should not employ terms 
which he thinks are meaningless or inaccurate, simply because 
lawyers may seek to force such terms upon him. He must try 
to make his testimony useful to those who must make the 
decision. But at the same time he should present his data in 
language which is medically sound. And he need not hesitate 
to state opinions merely because lawyers badger him for cer- 
tainty. Of course, mere conjecture provides no more basis 
for decision in the courtroom than it does in the clinic or 
consulting room. But opinions and diagnoses which are medi- 
cally acceptable are also legally acceptable. 

A doorway has been opened to constructive collaboration 
between law and psychiatry in criminal cases involving mental 
illness. How far this collaboration may go and how fast it 
develops depends largely on the clarity the psychiatrist can 
bring to his terms and the dynamic explanation he can give 
about the behavior in question. 
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is often effective 


where other tranquilizers fail 


‘Compazine’ has demonstrated the following advantages: 


it acts rapidly 
it is effective in low doses 


* it has extremely low toxicity and is remarkably safe 
even in long-term therapy 


* it causes little or no hypotension 


* it is remarkably free from drowsiness and depressing effect— 
patients are alert, active and communicate freely 


* pain at the site of injection is minimal and 
rarely interferes with repeated administration 


* side effects are minimal (the only side effect seen 
with any frequency is a transient extrapyramidal syndrome, 
and this has been found to respond readily to reduction 
of dosage or treatment with anti-Parkinsonian drugs) 


Available: Tablets, Ampuls, Multiple dose vials, Spansulet 
sustained release capsules, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. tor prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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Some Historical Perspectives 


Address delivered at the Ninth Mental Hospital Institute Banquet 


by HARRY C. SOLOMON, M.D. 


President, American Psychiatric Association 


My remarks this evening are directed toward a con- 
sideration of some aspects of mental hospitals in the 
United States. At the start I would discuss some of the 
historical perspectives and development of such institu- 
tions. 

It is my contention that the blueprint of the hospital 
care of the mentally ill in the United States became 
established at a very early period in the history of our 
hospitals and has become the most traditionally bound 
methodology that exists in any portion of our society. 
Throughout my discussion it is hoped that this view- 
point will be kept in mind. 

Hospitals for the mentally ill with few exceptions had 
their inception in the second, third and fourth decades 
of the last century. They were established with a great 
deal of evangelical enthusiasm. This enthusiasm was de- 
rived in part from the lay public and in considerable 
part from certain inspired members of the medical fra- 
ternity. 

The Superintendents of these early established hos- 
pitals, which included Bloomingdale Asylum, Hartford 
Retreat for the Insane, McLean Asylum, Friends Asylum 
and several others, and governmental institutions such 
as the Boston Lunatic Asylum and the Worcester State 
Lunatic Hospital, were men of high devotion with great 
enthusiasm and inspiration. They were indeed in tune 
with the times in which the rights of the common man 
as guaranteed by the Constitution of the United States 
had great impact on our society. It will be recalled that 
it was 13 Superintendents of such institutions who first 
es' slished what is now the American Psychiatric Asso- 
cation, which at that time was the Association of Med- 
ical Superintendents of American Institutions for the 
Insane. These 13 gentlemen, among whom were Butler, 
Ray, Kirkbride and Brigham, were an exceptional group 
of individuals who contributed enormously to psychiatry 
in all its fields. They were devotees of the so-called moral 
treatment. This moral treatment has been brilliantly 
portrayed in recent articles appearing in the Journal of 
Nervous and Mental Diseases by Dr. J. Sanbourne 
Bockoven. 

Moral treatment, as defined by Horace Mann, was the 
law of love. In the hospitals, it included close relation- 
ships between doctor and patients. Every detail of liv- 
ing, including recreation, work, hygiene, religious devo- 
tions, education and opportunities for the development 
of the best potentials of the patient, was given great 
thought and care. Moral treatment included what today 
could be called psychotherapy, milieu therapy, attitude 
therapy and so on. 


As mentioned, the Superintendents lived in very close 
community with the patients. Charles Dickens describes 
dining at the Boston Lunatic Asylum.* The good doctor, 
he said, sat at the head of the table and the patients 
were family members. Interested as they were in all the 
details of fine organization for good living, these men 
knew that administrative details were extremely im- 
portant. Interested as they were in the problems of the 
patients and conceding the illness as a result of life 
stresses, they became closely identified with the patients’ 
problems, and their interest in the families of the pa- 
tients was also great. They became excellent therapists, 
full of enthusiasm for the results that could be obtained 
and full of optimism. This optimism and enthusiasm 
are well documented by Horace Mann, who, as Chair- 
man of the Worcester State Lunatic Hospital, wrote the 
first annual report of this institution. He gave thanks to 
God for the enormous improvement that occurred in the 
patients, the number who were capable of discharge and 
the great amelioration of suffering of those who had not, 
by the end of the first year, recovered sufficiently to leave. 


Growth of Authoritarianism 


These were indeed great days in the history of our 
mental hospitals, when recovery rates were reported 
as 70, 80 and 90 percent of first admissions. These in- 
spired Superintendent-therapists were paternal figures, 
so involved with the welfare of patients and charges 
that they hardly brooked interference and wanted little 
medical assistance. Out of this arose an autocratic sys- 
tem in which the Superintendent was a real dictator. 
He hired and fired employees, he bought supplies and 
equipment, he arranged entertainment and work pro- 
grams according to his views, hampered only by budg- 
etary controls. It is interesting to note that at the early 
period the hospitals were essentially self-supporting and 
indeed at even a later period, Pliny Earle was able to 
show a profit at the end of the first year for the North- 
ampton State Lunatic Hospital. 

This paternalistic, autocratic, dictatorial method had 
the fault of all such methods, namely that successors 
were not trained in sufficient numbers. This system of 
management also was applicable only to small institu- 
tions and the early Superintendents made vigorous pleas 
for keeping the institutions small, with a maximum 
capacity of 250. Although they fought valiantly for this 
principle, it was destined for complete <lefeat. More and 
more pressures were put upon the hospitals to expand 
and give their desirable services to more and more in- 


* See page 11. 


dividuals. In later years as we all know, the hospitals 
increased in size to 400 to 600 to 800 and finally to as 
high a number as 15,000. 

Dorothea Lynde Dix, a close disciple of Horace Mann, 
became the evangelist throughout the country, indeed 
throughout the world, swaying legislative bodies suc- 
cessfully toward the construction of ever more and larger 
institutions. She failed however in her attempts to get 
adequate budgetary support for the structures. She tried 
to get land grant support such as the state universities 
obtained, but without success. 

Hospitals continued then under the pattern set up by 
the original Superintendents under the autocratic sys- 
tem but with the paternalistic possibilities greatly at- 
tenuated. 

As the hospitals grew in size the total expense became 
a matter of great difficulty. The legislators controlling 
governmental hospital purse strings found the cost more 
than burdensome. Deterioration of budget and extreme 
overcrowding made it impossible to continue the fine 
services, the comfortable living, the dignified approach. 
The superintendent was no longer able to know each pa- 
tient intimately, to give him the attention required by 
moral treatment. Other factors entered to worsen the 
conditions. The great growth of population of the 
country increased the demands greatly. A considerable 
portion of this population increase was the result of 
immigration. Hospital personnel and legislators looked 
upon this with a jaundiced eye. Many of the immigrants 
were exploited persons with no financial assets and be- 
came a heavy load upon the taxpayer. They were resented 
and were often an excuse for niggardliness in the budget. 
They were considered unworthy of the attentions that 
had been lavished on the American yeomen. 


As the accommodation for general care deteriorated, as 
the application of therapeutic endeavors diminished, the 
improvement rates likewise took a nose dive. This led 
to the accumulation of a group of chronic or long-term 
patients. Pessimism replaced the original optimism; 
nihilism succeeded therapeutic enthusiasm; the cult of 
incurability succeeded the high belief of curability; cus- 
todial care became the mode. 

The development of a new science of neuropathology 
which grew up in the second half of the century, par- 
ticularly in the latter years, brought with it the con- 
cept that all mental disease was the result of brain pa- 
thology. General paresis became a paradigm for the study 
of mental illness. The search for cellular changes in de- 
cay to explain the disorders which in previous decades 
had been thought of in terms of pressures and stresses 
and worries and concerns furthered the neglect of the 
hospitalized patient. By the turn of the century, and in 
the first and second decades of this century, it was to the 
laboratory worker that we turned for a solution of the 
problems of mental illness. Van Gieson and Adolf Meyer 
were the standard-bearers of the new science. Neuro- 
pathological knowledge was the needed ingredient for 
success in the field and most of our distinguished hos- 
pital administrators of that time had acquired repu- 
tations in this field before going up the ladder. 

This was definitely the situation when I entered psy- 
chiatry. My associates of the second decade of this cen- 
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tury who contributed so much to nonpathological as 
pects of psychiatry were carefully trained in brain anat- 
omy and neuropathology. The influence of Meyer, Bar 
rett, Southard and Van Gieson was in this direction. Of 
my contemporaries on the local scene, I would mention 
Myerson, Thom, Cobb and Malamud as clear examples, 

Another unfortunate circumstance was the location of 
the hospitals, isolated from medical communities. ‘Those 
of you who remember transportation before the intro. 
duction of the automobile are well aware of the difficul- 
ties of getting from many of the hospitals to urban 
centers. Attendance at medical meetings was not easily 
arranged. The training of the psychiatrist was what we 
would call today on-the-job training. One learned by 
working with patients, doing what reading one might, 
and talking with a few colleagues in the hospital of 
greater experience. The pay was meager, one did obtain 
family support, and one was indeed a servant of the in. 
stitution. The tour of duty was 24 hours a day, 7 days a 
week, with perhaps a couple of half-days and evenings 
off. The attendants, who at the earlier period were se 
lected with infinite care by the Superintendent and had 
to be individuals of impeccable character and great devo 
tion, became in the later period, in many instances, 
drifters, hoboes, who took a job now and then in a hos 
pital to sober up. The pay was niggardly, the work week 
was at least 72 hours. All the while the Superintendent 
maintained his dictatorial powers. 

I have mentioned the pessimistic and nihilistic atti- 
tude that had arisen. Kraepelin contributed much to the 
pessimism with his concept of dementia praecox as an 
irrecoverable and untreatable disease. In the first decades 
of this century this pessimism had grown to the extent 
that the word recover was rarely used. Indeed the Wor 
cester State Hospital records showed a discharge re 
covered rate of 4.5 percent and I suspect that in the ma 
jority of these the patient suffered from delirium tre 
mens or alcoholic hallucinosis, which were the conditions 
that a doctor felt he could justifiably report as recovered. 


Strong Leadership Lacking 


If I have painted a dire and distressful picture ol 
the history of our hospitals, I have done what I ip 
tended to do. Albert Deutsch has documented the sit 
uation in his book well entitled “The Shame of the 
States.”” Maisel and other writers have muckraked ou 
profession and our hospitals. Weir Mitchell in his a¢- 
dress to our organization in 1898 likewise called a spade 
a spade and disparaged the hospital physicians. 

I have tried to trace some of the factors which led to 
hospital deterioration. These are our excuses for having 
stood aside and allowed bad conditions to develop ané 
continue, to worsen. They may explain, they may ex 
culpate to a degree but they do not excuse our failures 
It is obvious that strong leadership for the betterment 
of hospital conditions did not arise. We had no effective 
pressure group, we had no active legislative lobby, wt 
had no militant leadership. 

Fortunately for our self-respect and more important, 
fortunately for our patients, the turn of the tide o 
curred. It is dificult to pinpoint with exactitude when 
the turn began or who was specifically responsible {0 
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the change. New orientation began to flower at the very 
end of the century and the beginning of the 20th cen- 
tury. Brilliant performers in this new look included 
Adolf Meyer, Elmer Southard, William A. White, Rich- 
ard Hutchings, Cheyne, Kirby and Cowles. I mention 
only a few and only those who are no longer living. 

Our psychological colleagues also added fuel to the 
new flame, especially Pierre Janet, Stanley Hall and 
Boris Sidis. There was the beginning then of a medical- 
psychological growth of interest which has grown vig- 
orously in the last 35 years. The influence of Freud, 
Jung, Bleuler, Adler, Brill and a host of others has once 
more illuminated the scene. Enthusiasm and optimism 
are again in the foreground. We are claiming 80 and 
90 percent improvement in recovery rates. Neuro- 
physiology, neuropharmacology, enzyme chemistry, ex- 
perimental psychology are joining with us. Occupational 
therapy, psychiatric social work, psychiatric nursing, 
clinical psychology are all extremely supportive. Out- 
patient clinics, child guidance clinics, mental hygiene 
associations, psychiatric facilities in general hospitals are 
additional new growths of vigor and success. Public sup- 
port is mobilized. The brightest of the medical gradu- 
ates are entering the field of psychiatry. Federal govern- 
ment is giving support for research and for training. 
Medical schools are improving their psychiatric faculties 
and devoting more curricular time to the subject. 


Immediate Expectations Meager 


It is unfortunate, however, that not much reflection 
of these great events shows in the situation of the large 
mental hospitals. In this inflationary period, increase 
in pay has not kept pace with the increase in the cost of 
living, with new conditions of communal life and ex- 
penditures. The costs of hospital maintenance, patient 
care and treatment, are bounding upward at a rate that 
is frightening to the budgeteers. The demand in nearly 
all our institutions for psychiatrists, social workers, 
nurses, clinical psychologists and other personnel far 
exceeds the supply. Overcrowding and meager facilities 
still persist. Under these circumstances optimism and 
enthusiasm are hard to kindle. 

Again I use the word unfortunate, because there is no 
immediate expectation of great improvement in the per- 
sonnel situation. The more we demand in training of 
the psychiatrist the less likelihood is there that he will 
enter governmental service, including the psychiatric 
facilities of the armed forces, the public health service 
and other similar agencies of the government, as well as 
the state hospitals. 

The picture of residency training in the United States 
as prepared by the fact finding group of the American 
Psychiatric Association showed that last year there were 
approximately 2,000 physicians in psychiatric residency 
training, of whom one-third were graduates of foreign 
medical schools, many of whom will not settle in the 
United States. Of the remainder a high proportion are 
aggregated in relatively few training centers. Popular 
training centers are in urban areas, usually the univer- 
sity-attached center near a psychoanalytic institute. Grad- 
uates of the long term training tend to remain in the 
area in which they trained where they have established 


roots and, in many instances, established some practice 
and have medical school appointments, or else they 
migrate to areas in need of highly trained people for 
teaching and research. In the present economic cycle 
they are not good prospects for our mental institutions. 
During the past two decades displaced persons have 
helped to fill the vacancies. This source of supply is 
running out. 


New Approach Must Be Developed 


I see other great changes developing. General hos- 
pitals are establishing both psychiatric outpatient and 
inpatient services. Inpatient service as planned is well 
staffed for active intensive treatment of acute psychoses. 
The outpatient departments are affording continuing 
treatment, not only for the non-hospitalized patient, 
but for those who have been inpatients and have been 
discharged. The practicing psychiatrist is more interested 
in the home treatment of psychotics. With brief hos- 
pitalization to tide over an emergency, with electric 
shock therapy and drugs, many patients can avoid hos- 
pitalization. It is interesting to recall that Weir Mitchell, 
in his castigation of the psychiatrist, emphasized what 
he saw as the superior results of non-institutional treat- 
ment of the psychoses. There is a trend to uphold this 
view today. With mobilization of Blue Cross, Blue Shield 
and other insurance benefits to the psychiatrically dis- 
abled, the private hospital and the general hospital 
psychiatric unit are likely to receive more of the early 
breakdowns. Indeed it has been stated that 25 to 40 per- 
cent of first admissions to mental hospitals are to private 
mental institutions. It may well be that this percentage 
will increase. 

The result then of this relatively new development is 
that a large number of the acute disturbances will be 
cared for in other than the present governmental mental 
hospitals. The failures, however, may be expected to 
find their way into these institutions. This will mean 
fewer admissions of the acute patient and a greater per- 
centage of the less easily treatable and less likely recover- 
able cases. I believe this will necessitate a revamping of 
our hospitals. 

I maintain that the present system is already out- 
moded, that its inheritance from the 1820s and 1830s 
and subsequent decades must be viewed with great sus- 
picion and new ways developed to meet the challenges. 
Once more we need inspired leadership but only after 
some new progressive planning, some original ideas or 
major motivations in methodology have been evolved. 
In my opinion a little patchwork of the old garment 
will not suffice; a few more nurses, a few more attend- 
ants, a little better pay scale, a little less overcrowding 
is not the answer. I hope that in our hospital fraternity 
the type of person who attends this assembly will give 
his heart and mind to possible solutions. 

I have talked much too long, I have bothered you with 
too many details. These are my excuses for not attempt- 
ing to blueprint a new scheme of things. At another 
time and place perhaps I will attempt to present my 
version of a possible new approach but not, however, 
until I have had a chance to get advice and counsel with 
you, my colleagues. 
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Two days ago, 
| he was manic, 
hostile, 


aggressive 


... today he is calm, sociable, easy to manage 


SPARINE is established as an effective drug for the management 
of patients with acute or chronic mental disturbances. It rapidly 
subdues excitation and facilitates patient contact. 


SPARINE provides prompt control by intravenous administration and 
effective maintenance by the intramuscular or oral route. It is well- 
tolerated by all routes of administration. It has caused no liver damage, 
no parkinsonian-like syndrome, and but rare instances of blood dyscrasia 
or seizures. 
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Discussion Leader: Francis J. O’Neill, M.D., New York 


omens A DISSENTING voice was 
raised among the 450 people who 
attended the opening session when 
the discussion leader stated that not 
only is the completely open public 
mental hospital already a reality in 
Great Britain, but that the extension 
of this policy to the public mental 
hospitals of the United States and 
Canada is inevitable. Dr. O’Neill was 
a member of the New York State 
Study Group which visited British 
hospitals early in 1957. (See MEN- 
TAL HOSPITALS, Sept. 1957) 

Dr. O'Neill said, however, while 
some progress has already been made 
toward this program in selected areas 
in this country, the idea of the open 
hospital has not yet been accepted 
quite so generally here as it has been 


abroad. But it would not be fool- 
hardy to predict a radical change 
from security to open wards and con- 
sequently in the whole philosophy of 
the care of hospital patients in this 
country. 

There is apparently no uniform 
formula for the establishment of the 
open hospital. British leaders disagree 
considerably as to the needed ground- 
work. Rees, for instance, is of the 
opinion that the community should 
not be fully informed, but should be 
presented with the open hospital as 
an accomplished fact. Bell, on the 
other hand, believes in keeping the 
public well informed and soliciting 
their cooperation from the beginning. 
Both these administrators have de- 
veloped completely open hospitals 


Robert S. Garber, M.D., N. J.; 
A. Matthews, M.D., Pa.; 
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and excellent 
health programs. 

Again, some believe that an open 
hospital must depend on the develop- 
ment of a community mental health 
program oriented around the mental 
hospital. This is certainly the case at 
Warlingham Park Hospital in Croy- 
don, under Dr. T. P. Rees. Yet other 
open hospitals in England exist in a 
community to which the hospital gives 
little service, notably a public hospital 
in Banstead, Surrey. This has to be 
true, to some extent, in this hospital 
which is located many miles from its 
catchment area. 


community mental 


Few Authentic Barriers to Opening 


We should not, therefore, use the 
lack of a community program as an 
excuse for delaying the opening of 
our wards. It seems evident, that al- 
though a mental hospital oriented to 
a mental health program is in a good 
position, such a situation is by no 
means a necessity for the development 
of an open door policy. 

The attitudes of ward and profes- 
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sional personnel present little dif- 
ficulty, except in individual cases 
where an over-anxious ward attendant 
may be uncooperative because of his 
own security needs. Many employees 
and many physicians are far ahead 
of administrators in planning for the 
open hospital. Even British adminis- 
trators have expressed feelings of in- 
security regarding the attitude of the 
public, yet again, the public, too, may 
be far ahead of us in thinking about 
increased freedom for patients. Cer- 
tainly the hospital with an active 
volunteer program will find its public 
more receptive than if such a pro- 
gram is lacking, but a large scale in- 
doctrination is neither helpful nor 
necessary. 


Nor should we use legal barriers as 
an excuse for not opening the wards 
of our hospitals; in spite of legal 
restrictions we will surely be sup- 
ported by the public and by many 
political leaders. Changing statutes is 
a slow process, and, while even Eng- 
land’s more liberal laws have been to 
some extent a barrier to progressive 
changes, Rees and other leaders have 
managed to circumvent them in order 
to expedite their programs. 


A basic need for an open hospital, 
according to Rees, is an all-inclusive 
patient activity program. British hos- 
pitals have shown great ingenuity in 
the utilization of limited resources in 
developing patient-centered activities. 
The response of the patient will de- 
pend upon therapeutically oriented 
activities, which must be developed 
according to the resources of the in- 
dividual hospital. Ward environment 
is another important factor, and the 
development of a homelike atmos- 
phere seems essential. Members of the 
study group were tremendously im- 
pressed by the physical features seen 
in the open wards—flowers, books, 
“normal clothing” and so on. 


Are Englishmen “Better Patients”? 


It must be admitted that British 
mental hospitals have several factors 
in their favor which do not exist over 
here. One may be the fact that most 
of the patients in Britain come from 
arather uniform culture. We cannot 
be sure just how important cultural 
factors are, but they certainly play a 
part. Most medical superintendents 
in Britain say that their most dis- 
turbed patients are products of other 


than British culture. It is possible 
that there is something inherent in 
the British personality which makes 
an Englishman a satisfactory patient 
in an open hospital! 

British hospitals have the advan- 
tage of Registered Mental Nurses on 
their wards, a professional group 
which has higher educational stand- 
ards than most of our own non-pro- 
fessional ward employees, namely, a 
3 year training program. Perhaps we 
should make long-term plans to shift 
to the British system of education for 
ward personnel, but we cannot wait 
for this to liberalize our attitude to- 
ward patient care. Much can be ac- 
complished even with the relatively 
untrained sub-professional group we 
now have. 

Above all, we administrators must 
liberalize our own attitudes. We must 
have faith in our patients, faith in 
our employees and faith in the public. 
Without complete faith in the feasi- 
bility of the program, the adminis- 
trator will be defeated from the start. 
We should show this faith by remov- 
ing our barred windows and losing 
our keys. Certainly we should not 
throw away all our safeguards but 
we must reduce them to a minimum 
if we hope to encourage more socially 
acceptable behavior in our patients. 

The restrictions that we have 
placed on our patients may have 
produced many of the regressed pa- 
tients now living a vegetative exist- 
ence on the wards of most of our pub- 
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= the creation of the world.” 


can Notes, published in 1842, described © 
what is now the Boston State Mental Hospital as follows: = 
“(The Boston Lunatic Asylum) is admirably conducted on those en- : 
lightened principles of conciliation and kindness, which twenty years # 
= ago would have been worse than heretical. : 
. “Each ward in this institution is shaped like a long gallery or hall, . 
=. with the dormitories of the patients opening from it on either hand. © 
|. Here they work, read, play at skittles, and other games; and when the © 
weather does not admit of their taking exercise out of doors, pass the § 


: “Every patient in this asylum sits down to dinner every day with a = 
knife and fork; and in the midst of them sits the gentleman (the superin- 
= tendent). At every meal, moral influence alone restrains the more violent © 
= among them from cutting the throats of the rest; but the effect of that ® 
influence is reduced to an absolute certainty, and is found, even as a # 
means of restraint, to say nothing of it as a means of cure, a hundred @ 
: times more efficacious than all the strait-waistcoats, fetters and hand- % 
cuffs, that ignorance, prejudice and cruelty have manufactured since # 


lic hospitals. The study group did 
not believe it when Rees told them 
that the schizophrenic patient does 
not regress in an open ward with an 
adequate activity program. They are 
now thoroughly convinced that this 
is true. 

The success of the British open hos- 
pitals made a lasting impression upon 
the New York state study group. Dr. 
O’Neill, since his return less than a 
year ago, has put as many as 3,000 pa- 
tients on open wards, as opposed to 
only forty or fifty before he went. Dr. 
Snow, another one of the group, has 
put 90% of his 2,000 patients at St. 
Lawrence State Hospital on open 
wards since his return. 


Precedent Set Long Ago 


The precedent for patient freedom 
in this country was set long ago, de- 
clared Dr. O'Neill, as shown in the 
century-old records of some of our 
New York State hospitals. They were 
often operated with almost complete 
patient freedom. Since the precedent 
has already been set, the foundations 
for the program must still be in exist- 
ence. 

The fundamental principle behind 
the opening of wards is that the dif- 
ficult behavior of patients is caused 
more by the way in which they are 
treated than by their disease, con- 
firmed Dr. Stevenson, who had also 
visited the English hospitals. Others 
arose all over the room to confirm 
their agreement with this statement 


: 


and with the open door policy. A Bos- 
ton hospital was described which had 
succeeded in opening all its wards in 
less than a year, and the very patients 
who the administrator had thought 
would have to remain on a closed 
ward, under strict supervision, im- 
proved so rapidly that about half of 
them were able to be discharged. It is 
remarkable to see how even after 15 
or 20 years a patient, given a degree 
of freedom, can start to assume a cer- 
tain amount of responsibility for his 
own actions and lose the worst symp- 
toms of regression. The new drugs 
cannot be given all the credit, al- 
though they are undoubtedly a great 
help. Yet back in 1876, at a meeting 
of hospital administrators, an open 
ward was defined as “one that is open 
at least eight hours a day, and from 
which a patient may go directly out- 
side without being hindered, incon- 
venienced or questioned.” Dr. Rees 
actually produced a completely open 
hospital before the tranquilizing 
drugs became available. He hangs a 
key inside the door which is available 
to all patients if they wish to use it. 
Essentially an open hospital means 
that the door is locked at night much 
as it might be in a private home, but 
for at least eight hours a day the pa- 
tient is able to go outside without 
hindrance. 


“Open Door” Symbolizes New 
Attitude 

Certain things of course, make it 
easier or more difficult to conduct an 
open hospital. It is, for instance, easier 
to operate in, say, a two-story build- 
ing with small wards, even though 
the service is large, than it is in a ten- 
story building where patients must 
go up and down in an elevator. It is 
easier, perhaps, in a rural than in a 
metropolitan hospital. 

Are more or fewer employees needed 
for an open hospital? An opinion was 
expressed that you could effect gen- 
uine economies because the open hos- 
pital would need less personnel in 
certain areas, and the people thus 
released could be utilized more effec- 
tively in other areas. For instance, if 
one attendant instead of six or seven 
can care for a ward, the additional 
employees can be used on wards 
where patients are more difficult and 
need more help. It is not a matter of 
reducing the number of total person- 
nel, but of redistributing them. 
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The most significant contribution 
to the discussion, perhaps, was the 
statement that the open door is only 
the symbol of a new attitude, a part 
of a larger program which needs sup- 
port throughout all areas of the hos- 
pital. The really important thing is 
that we change our attitude toward 
the mentally ill. It is not enough 
merely to return to giving them some- 
thing to which they are entitled— 
something which they had seventy or 
eighty years ago. We must also add 
our medical and scientific knowledge. 
We must treat them. Chemotherapy 
is one treatment, but is it the only 
one? Mental patients should have 
social freedom just like any other sick 
people, but they should certainly be 
classified and a definite, daily pro- 
gram should be prepared for them. 
For this, we need more personnel. 
For this, we need enthusiasm. For 
this we need more doctors, social 
workers, nurses and psychologists to 
give them the kind of treatment pro- 
gram they must have. We depend too 
much on non-professional people to 
take care of patients. 

Is a hospital truly an open hospital 
if it has an admission unit? Surely 
the open hospital should be open 
from the start. The doors should be 
screen doors in a symbolic sense. Not 
only should the door be open to the 
grounds, but the gates should be 
open to the community. A patient 
should be admitted directly to the 
open wards if, in the opinion of the 
admitting physician, he is capable of 
getting along. But most of us require 
two or three or four weeks of evalua- 
tion, during which the patient is on a 
closed ward, whether he needs it or 
not. The speaker, Dr. Simon, illus- 
trated this point by describing an 
Army hospital, where over 700 pa- 
tients from overseas were debarked 
and immediately examined by two 
psychiatrists. Ninety percent of these 
patients, with the benefit of a one or 
two minute interview, were put on 
the open wards of a general hospital, 
and within the next few weeks not 
more than five of these patients had 
to be moved into closed wards. 

The primary job of the hospital is 
to treat sick people, said a commis- 
sioner. He ventured to ask whether 
an open ward is necessarily the best 
way of treating every patient. There 
is an occasional patient who feels bet- 


ter if he has a little bit of security, 
What we are really talking about is 
how to give patients dignity, freedom 
and responsibility—not how to “open 
wards” because pressure is put upon 
us to do so. Yet the open door policy 
is an extremely important trend be- 
cause it means that physicians are 
ceasing to be the “carriers of keys,” 
and are becoming “treaters of peo- 
ple.” Today we are becoming thera- 
pists again, instead of jailors. 


Problems of Adolescents 


A few specific questions were raised, 
among them, what should be done 
about adolescents, who are generally 
on the most restricted wards in the 
hospital, because they are usually the 
most destructive and active of the 
patients. Nobody was willing to give 
a categorical answer, but it was stated 
that the important thing here is to 
create a program and projects for the 
children. Very few are psychopaths 
and few are anti-socially inclined. 
This plan has worked well in one 
hospital with a group of children 
from 3 to 18 years old, with various 
diagnoses, over a period of seven or 
eight years. There are no_ locked 
doors until 10:30 p.m. when they are 
closed and locked as a matter of 
routine. There are no_ protective 
windows. Very few children elope, 
and these are returned in a short 
time. 

Another question was what hap 
pens once you have, say, 80% of the 
patients on open wards, and the re 
maining 20%, the rejects, in a sense, 
on closed wards. This 20% is hard to 
move, because it is difficult to get per- 
sonnel to work with them and to 
agree that they should be on open 
wards. This question remained un 
answered. 

There was a little talk about the 
type of community activity which as 
sists the open door program. Picnic 
in public parks, movies, baseball 
games, bowling alleys were among 
community activities being used by 
some hospitals with the full coopera 
tion of the managers and owners of 
such facilities. Few of the general 
public realize that the group enjoy- 
ing itself, dressed in normal clothing, 
and without uniformed attendants 
(no staff or volunteers wear uniforms 
in escorting these people), are mental 
patients from the state hospital. 
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Local Public Health Services and 
THE OPEN HOSPITAL 


An effective open hospital will not only utilize all the Public Health and other 
facilities of the community, but will feed back its own services in return. 


Discussion Leader: ROBERT H. FELIX, M.D., Maryland 


ese THE LARGEST CiTy, from the 
state with one of the smallest den- 
sities of population, from the rural 
south and agricultural mid-west, from 
urban centers of varying sizes, insti- 
tute delegates reported how they are 
developing their own unique pro- 
grams to carry out the mandate sug- 
gested by the subtitle of this topic 
(see above). Many different ap- 
proaches were described, but there 
was no attempt to imply that these 
were sugar-coated success stories. 
Speakers reported the bitter with the 
sweet, hoping that their experience 
would prevent others from making 
the same mistakes. 

In his opening remarks, Dr. Felix 
enlarged on the premise that the hos- 
pital should feed back its own serv- 
ices to the community. Considering 
the shortages of hospital personnel in 
all categories, he anticipated protest 
from his audience that further de- 
mands would be made on staff time. 
Said he: “I believe that members of 
our hospital staffs are going to be 
much more effective as a total thera- 
peutic instrument in hospital pro- 
grams if there are devices set up 
whereby they must spend some of 
their time in consultation with other 
agencies in the community.” 

Agreeing that this was a problem 
with present personnel shortages, he 
continued: “I believe the only way to 
change the situation is to change it. 
Then, after that, begin to work back 
to the proper staffing pattern.” He 
suggested that this might start in hos- 


pitals which already have an “out- 
ward” orientation: open hospitals, 
after-care hospitals, and night hospi- 
tals. Dr. Felix predicted that this 
would lead to a better understanding 
by the doctor, nurse, social worker, 
and psychologist of the problems the 
patient will meet when he goes back 
where he came from. And it will in- 
still the attitude that the patient will 
go back. 

If many of the newer types of 
bridging devices now conceived for 
the care of patients in hospitals are 
to succeed—plans where patients are 
in the hospital part of the time and 
out part of the time—we are going 
to have to draw the community into 
the picture much more than we have. 

Our communities already have some 
organizations set up and maintained 
by public money for the preservation 
of health generally; various types of 
health problems are also dealt with 
specifically. If mental hospitals are to 
be considered really therapeutic, we 
should consider them as part of the 
total community the hospital serves. 
If this is accepted, there becomes less 
and less distinction between the types 
of programs we can carry on in the 
institution and the surrounding com- 
munity. “I would envision the time 
when we would consider the hospital 
period not as a separate entity, but as 
an entity in the total therapeutic pro- 
gram of the individual,” he said. 

“Public health,” he continued, 
“makes enormous contributions to 
our whole philosophy and we cannot 
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leave it out of the picture. Public 
health has made contributions in 
what we might call the technology 
of epidemiology, case finding, and 
health education. It has made great 
strides in organizing and developing 
services in the community if it is es- 
sential that they be carried out. It 
has been in the forefront of the 
programs for prevention and rehabili- 
tation of such diseases as tuberculosis, 
cancer, heart disease, diabetes, and 
many others, chronic and acute. 


Public Health Approaches 


“Now there are a number of skills 
which public health workers bring 
to our field which we can use, must 
use, if we are to go forward. In public 
health we think in terms of three 
levels of prevention. There is what 
we call primary prevention, which 
encompasses health promotion, health 
education, and specific prevention 
against diseases. It is my contention 
now, as it has been for a decade, that 
this is a field where psychiatry can 
and must operate with know-how al 
ready at hand. The second level, sec 
ondary prevention, encompasses early 
recognition and prompt treatment; 
this offers the possibility of early re 
lease, or transition back and forth be 
tween institutional care and extra-it- 
stitutional care. The third level en 
compasses these and continues to re 
habilitation.” 

Dr. Felix saw the hospital’s role 
as one of reducing community stress, 
directly and indirectly. In doing this, 
there are a battery of community 
services which can be called into 


play. He cited in example the use of 
public health nurses in Georgia for 
follow-up services for mental hospital 
patients. Here, he said, the nurses not 
only interpret the hospital program 
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to the community, but they interpret 
the community to the hospital. With 
this type of interchange, suspicion, 


' ignorance, and hostility will begin to 


fade a bit. 

Far from labeling as “impractical,” 
a plan for putting staff people into 
community activities, Dr. Sewall felt 
it was a necessity. Speaking from ex- 
perience both in rural and urban 
areas, he said that you are brought 
into proximity with community prob- 
lems which you are forced to deal 
with if you have an open hospital. A 
mental hospital can only have the 
type of program the community 
esteems and believes in. 

“Dr. Felix mentioned the obliga- 
tion of our staffs in mental hospitals 
to participate in various types of com- 
munity programs: as consultants to 
welfare organizations, recreational 
programs, and so on, in the com- 
munity. I couldn’t help but think of 
the relationship between this atti- 
tude on the part of the staff, and the 
attitude of the community in assist- 
ing with the hospital’s volunteer pro- 
gram. Volunteers are probably your 
best public relations people in the 
community. They, rather than the 
hospital staff, will get a better hearing 
in interpreting your program. If we 
expect the community to assist us, it 
has every right to expect assistance 
from the hospital in return. And, of 
course, both sides profit.” 


Public Understanding Vital 


This brought an added statement 
from Dr. Felix on the importance of 
such understanding: “When the pub- 
lic understands what you are after, 
when they have had a chance to see 
what your problems are, what the 
hazards are under which you have to 
labor, they will begin to demand for 
you. When legislative bodies know 
what your problems are, they will 
sometimes give you more money than 
you ask for. Not only that, but scold 
you for not asking for more than you 
did! In some places budgets have 
been upped significantly just because 
the public, including the legislative 
public, knew what was needed. This 
will work, and I can testify to it.” 

When you speak of “community” 
you may mean a large or small, 
sharply-defined or amorphous locale. 
In Nebraska, said Dr. Krush, their 
community is a state of about 76,000 
square miles. Hospitals are clustered 


at the eastern end of the state, with 
the result that people at the western 
periphery may have to travel 300 or 
400 miles to get to a hospital. There 
is an organizational problem both of 
providing service for patients who 
have been in hospitals and of carry- 
ing out a program of preventive psy- 
chiatry. One approach has been to set 
up indoctrination programs for the 
general practitioner throughout the 
state to give him basic skills to handle 
psychiatric cases on a local basis. 
Where there are local psychiatrists, 
they are used on a consultant basis. 
An attempt is made through educa- 
tion to give both the general public 
and professional groups a better un- 
derstanding of what can and cannot 
be done. In the network of com- 
munity leaders brought into the pro- 
gram are police, ministers, school 
teachers, county judges, county wel- 
fare workers, and counselors in the 
school system. 


A frank appraisal of a plan to 
utilize Public Health nurses in con- 
junction with a mental hospital pro- 
gram in Kentucky was given by Dr. 
McPheeters. A few years ago, the 
mental health consultant who covers 
western Kentucky worked out a pro- 
gram with public health nurses from 
three areas. The nurses first spent a 
week in orientation at a state hos- 
pital. They were familiarized with the 
entire program, both through lectures 
and on-the-spot observations in all 
departments. They learned about ad- 
mission, discharge, interviews, and 
every phase of patient care. Follow- 
ing this, the plan called for the pub- 
lic health nurses to make calls on the 
families of patients from their terri- 
tory, especially those where social 
histories had not been obtained by 
the hospital’s social worker. This in- 
formation gleaned in family visits is 
shared with the hospital’s social serv- 
ice department, which in turn keeps 
the nurse informed of the patient's 
progress in the hospital. When the pa- 
tient is discharged, the public health 
nurse is expected to continue home 
visits. 

“As of last spring, we had 92 pa- 
tients who had been followed up in 
this program,” Dr. McPheeters said. 
“It has certainly been extremely valu- 
able. We found certain problems. One 
of them, of course, is that our Public 
Health nurses are very, very busy, and 


it is rather a waste of their time to 
have them see every single patient 
who has come to the state hospital. 
We found the cases benefited most 
were those suffering from functional 
psychosis, particularly the younger 
patients. We do not do as well with 
those with diseases of the senium. 
Maybe this is our fault.” 

Dr. McPheeters said they intend to 
extend this system throughout the 
state. But at the moment the public 
health people cannot supply enough 
nurses, cannot spare their time for 
assignment to the hospital for the 
orientation program. Another rub is 
that the nurses spend more time in 
this mental health work when they 
take on this assignment than in other 
aspects of public health. In spite of 
these problems, the Health Depart- 
ment is definitely interested in co- 
operating. Workshops are being held 
on a district basis. The mental health 
consultant also gives time to leader- 
ship of programs of mental health 
education. 

“One of the big mistakes was that 
this thing was not worked through 
adequately with physicians, either at 
the hospital or community level,” Dr. 
McPheeters said, “It was all worked 
out through nursing and social serv- 
ice personnel. The staff physicians 
and community physicians—health of- 
ficers and family doctors—were left 
out. If you are contemplating such 
a thing, bring in your doctors. They 
can give much better leadership than 
if everything goes through the nurses 
and social service workers.” 

Dr. McPheeters concluded by say- 
ing that “this is definitely an area 
where we can work.” He predicted 
it would be better adapted to the 
south, because they have a better or- 
ganizational pattern of health de- 
partments. Kentucky, for instance, has 
a health department in each of 120 
counties, in contrast to large north- 
ern states which may have a much 
smaller number. 


Community Channels Already 
Available 


Dr. Butler said that Idaho is in- 
corporating the mental health pro- 
gram into the public health program, 
working through the state’s five re- 
gional health departments. There 
are advantages to this arrangement, 
he said. There are channels already 


15 


| 


carved in the community by these 
long-standing agencies, and _ these 
channels are thus open to mental 
health personnel. Another advantage 
is that staff meetings at institutions 
bring hospital administrators and 
public health doctors together. The 
left hand is finding out a lot about 
what the right hand has been doing 
for years. The first Mental Health 
Center, scheduled for January open- 
ing, will be administered by one of 
the local health officers. Dr. Butler 
admitted this presented its problems, 
but in a small state it is amazing how 
well these can be solved. There is, for 
instance, the problem of who is con- 
sulting with whom. He commented 
that this is the sort of thing which 
can be solved with words, by saying 
“our program” instead of “your pro- 
gram,” and by talking about “our 
total health program.” 


Two discussants, Dr. Pleasure and 
Mr. Gorman, described open hospital 
programs in England, France, and 
Holland, emphasizing that the open 
hospital is inevitably dependent on 
good community relationships. Fur- 
ther, both stressed that there was 
strong emphasis by the hospitals’ di- 
rectors on the importance of small 
patient units. They contrasted that 
with the tendency in this country to 
build huge hospitals with patient 
populations numbering in the thou- 
sands, 

Dr. Tarumianz said he felt that the 
mental hospital was no longer iso- 
lated, secluded, and apart from the 
public services. “Those days have 
passed,” he said. “I think, certainly, 
most of the states now utilize various 
public health services as well as other 
community services.” But he urged 
that public health services enlarge the 
scope of the work of their social work- 
ers and nurses to help hospitals in 
home placement cases. He asserted 
that one of the greatest problems at 
present is that, though intensive 
treatment programs are sending pa- 
tients home in four to eight weeks, 
there are not enough services in the 
community to give these people ade- 
quate follow-up treatment and care. 


Liaison with Other Hospitals 


He also called for connections be- 
tween general hospitals and other 
public institutions, be they tubercu- 
losis hospitals, mental hospitals, or 


others. And, as another step, all pri- 
vate psychiatrists should be encour- 
aged to participate in the mental hos- 
pital’s work on a part-time, fee basis. 
Eventually, hospitals should be open- 
ed to these psychiatrists so that they 
can bring their patient to the hospital 
and continue treatment. 

Dr. Tarumianz appealed particu- 
larly for cooperation with the general 
practitioner: “I for one believe that 
the mental health problem is a med- 
ical problem. Therefore, your med- 
ical profession must work with you. 
Without them, you will fail to have a 
scientific approach to the problem. 
You have to obtain the good will of 
your medical profession, and this will 
not be done by using a dictatorial ap- 
proach.” The general practitioner is 
ignored, he maintained, and yet some 
of our general medical colleagues 
have a good deal of knowledge about 
psychiatry. 

Returning to the contention that 
staffs of the mental hospitals should 
get out into the community, Dr. 
Bloomberg was surprised this had not 
stirred up more controversy. He said, 
though, that he felt it should be dis- 
cussed. He doubted the acceptance 
this idea met here was the attitude 
usually encountered. 


“I have become a little weary with 
our insistence on how busy we are, 
how understaffed we are, how we 
have no time for outside activities in 
the community,” he said. “I submit 
to you that if we are so understaffed 
that we have one doctor for 400 pa- 
tients, it doesn’t make the slightest 
difference if we change that to 500 
patients and use 20 or 25 per cent of 
the doctor’s time working in the com- 
munity. In the long run, this will en- 
list the help of volunteers and com- 
munity agencies and really get some- 
thing done for the patients.” 

Dr. Felix added that psychiatrists 
working against such odds in a hos- 
pital were not going to remain long. 
Recruiting staff is a problem, too. If 
they do not have adequate time to 
treat patients, psychiatrists will go to 
another hospital. 

Dr. Rapaport agreed that the prob- 
lem of recruitment must be solved, 
and described what is happening in 
his state. The last session of the Cal- 
ifornia legislature gave the mental 
health program over two and a quar- 
ter million dollars more than they 


asked for, and they were told to get 
more doctors. To prevent competitive 
bidding for services, with the richer 
hospitals draining personnel from 
others, and thus simply creating sec- 
ond rate hospitals, they are experi- 
menting with an entirely new basis of 
employment. The superintendent is 
being given authority to set up a 
project employing doctors to work 
either within the hospital or in the 
community, reporting on patient care 
in the latter case to the hospital au- 
thority. Hopefully, this will both 
solve the recruiting problem and 
prove to be a long-range economy, at 
the same time contributing to better 
hospital-community integration. 

Five community clinics operating in 
thickly populated Brooklyn were de- 
scribed by Dr. Beckenstein. Financed 
by federal, state, and local monies, 
they are located in five health dis- 
tricts in the borough. Though even 
this pooling of resources does not 
provide all the funds needed, the 
clinics are maintained through shar- 
ing of personnel resources. One clinic 
is open at night. If a patient on a 
clinic’s day program starts to work 
and still needs psychiatric support, he 
is transferred to the night clinic. Dr. 
Beckenstein called the arrangement 
“a very good experiment,” and 
pointed out that one of its dividends 
is the teaching opportunities it pro- 
vides. Residents can be assigned to 
the clinic as part of the training pro- 
gram. He concluded that the program 
“is a step between the hospital and 
the city.” 


Official Community Agency 
Necessary 

Dr. Linden described the Division 
of Mental Health in Philadelphia’s 
Public Health Department. He ex- 
pressed the view that an official agen- 
cy of this type is needed in every 
community. On the one hand it is 
needed by the mental hospitals for 
community liaison, on the other it is 
needed by the Health Department to 
carry out a program of education and 
preventive medicine, follow-up serv- 
ice, and referrals to appropriate agen- 
cies. It allows mental health people 
from the state echelon to develop pro- 
grams in the city without delay and 
obstruction. 

He described what happens with- 
out such a_ system: hospital bed 
shortages are so acute that gaining 
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admission to a mental hospital is dif- 
ficult. “Often the patient seeking in- 
stitutional care is given a deferred 


‘day for commitment. One depart- 


ment after another divests itself of the 
responsibility for this person’s care. 
Public Assistance says they can’t help 
him any longer, he is incompetent 
(not in their jurisdiction). Public 
Health says he is really a mental case 
(not in their jurisdiction). The men- 
tal hospital gives him a deferred date 
of admission, many, many months 
hence. 

“There has been a lot of buck 
shifting in these cases. Somebody has 
to be the agency of last resort that 
cannot shift the buck. In our com- 
munity, the Mental Health agency is 
the one which provides for, or sees 
to it that medical services are pro- 
vided for people seeking institutional 
care.” He said there has to be an offi- 
cial agency in the community that the 
people can look to, and that it can 
do the job far more effectively than 
any voluntary association. 

Summing up the session, Dr. Felix 
noted that there had been general 
agreement on the concept that public 
health services have an important 
role to play. Further, that there was 
no sharp disagreement with the idea 
that members of staffs of mental hos- 
pitals should be given opportunity to 
get into the community to help deal 
with some of the problems there. The 
smaller hospital was better adapted 
to integration of hospital’s programs 
with the community, or, at least, large 
hospitals broken down into smaller 
units—more or less hospitals within a 
hospital. 


Money Not Only Factor 


After noting this concurrence he 
said: “It is one thing to sit here and 
talk. It is another thing to go out and 
act. | wonder if we really have the 
nerve when we go back home to open 
up more opportunities to our staff. 
Or are we going to let them go to 
seed where they are? Or leave us, and 
go to some place more rewarding in 
terms of professional development? 
If we do the latter, and that is more 
or less what has been done over the 
years, we cannot complain any longer 
about the fact we cannot hold staff. 
Money is not the whole story, as we 
all know. 


“IT don’t see where, in the near 


future, we are going to be able to 
train enough people to meet all the 
needs of all the states in the Union. 
We are going to have to turn to some 
other types of help or else go down 
under the load. It is no longer a mat- 
ter of just a few people being able 
to do everything. It is a matter of 
looking, really seriously, at what can 


be done by what kind of people. I 
think if we get down to cases, we are 
going to find that we make much bet- 
ter use of our highly skilled profes- 
sional people. They can cover what 
they need to cover without sacrificing 
activities which can be carried out by 
others working under their super- 
vision.” 


Achievement Awards Committee 
Announces Policy Changes 


As psychiatrists, we hardly dare say 
that the bad times for hospital psy- 
chiatry are over, since to do so might 
lead to a slackening of effort and a 
consequent regression. Yet all the evi- 
dence today points to a new era—an 
era of therapeutic optimism as over- 
whelming as in the 1850's, but found- 
ed this time on a sounder basis of 
combined science and humanitarism. 

Nearly a decade ago, the American 
Psychiatric Association established its 
annual hospital Achievement Awards 
as one of a number of incentives to 
improve the care and treatment of 
hospitalized mental patients. The 
earlier Awards show how desperately 
hospitals were attempting to pull 
themselves up by their bootstraps. 
Citations spoke of “overall improve- 
ment” without the benefit of “added 
appropriations.” 

During the past few years, the boot- 
strap philosophy has given way to the 
more enlightened policies described 
during the Ninth Mental Hospital 
Institute. The open door, it was re- 
iterated, is only a symbol of the total 
hospital program, which includes ac- 
tivities, social life, treatment and self- 
government, and above all respects 
the dignity of the patient as a human 
being. 

Future Awards will continue to re- 
flect this change of attitude. Every 
psychiatric hospital, private or public, 
and every psychiatric unit in a general 
hospital, regardless of its budget, is 
eligible. Central state agencies may 
also make application. Improvement 
in any specific area of the hospital, 
administrative or clinical, will be con- 


sidered, as well as more general efforts 
that result in overall betterment of 
the hospital or state program. 


The Achievement Awards Commit- 
tee will be looking for new and imag- 
inative ideas, as well as methods of 
advancing the application of more 
generally accepted concepts. Material 
other than actual applications, which 
may be drawn to the attention of the 
Committee, will also be considered, 
if of sufficient merit. In other words, 
Consultants, Contributing Editors, 
Commissioners or anybody else who 
may be aware of unusual or interest- 
ing programs in hospitals other than 
their own, are urged to call such pro- 
grams to the attention of the Awards 
Committee. 


Prior to the final selection of Award 
Winners, site visits will be made, and 
these will probably be done :through 
the assistance of the A.P.A. District 
Branches. 


The Awards will be announced and 
given at the Mental Hospital Institute 
in Kansas City in October. The clos- 
ing date for applications is April 15th. 
The application should not be longer 
than four to six double-spaced type- 
written pages, and may be accompa- 
nied by supporting material. Four 
copies of each application and four 
sets of supporting material are re- 
quired. Be sure to include the name 
and address of the hospital and the 
name of the superintendent. Please 
address to Achievement Award Con- 
test, A.P.A. Mental Hospital Service, 
1785 Massachusetts Avenue, N. W., 
Washington 6, D. C. 


HARVEY J. TOMPKINS, M.D., Consultant 
(Chairman, A.P.A. Committee on Hospital 
Standards and Policies) 


17 


ret 
ve 
er 
‘ri- | 
of | 
1s | 

a 
ay 
are 
au- 
oth 
ind 
at 
tter 
de- 
ced 
ies, 
dis 
ven 
not 3 | 
the 
har- 
inic 
ork 
, he 
Dr. | 
1ent 
and 
ends | 
pro- 
1 to 
pro- 
ram 

and 
ision 
hia’s 
| 
.gen- 
very 
it is 
; for a 
it is 
nt to 
and 
serv- 
agen- 
eople 
) pro- 
and 
with- 

th 
ining 


a 
; 


ireplaced 


Following treatment with “DEPROL”, 

fifty-seven per cent of patients with psy- 

— 7 % chotic or neurotic depression experienced 

complete or social recovery within an 

of average of 8 weeks without electro- 
convulsive therapy.* 


depressed 4 


patients with D eprol 


= Relieves depression without euphoria— 
not a stimulant 

= Restores natural sleep without depres- 
sive aftereffects—not a hypnotic 


= Rapid onset of action 
= Side effects are minimal 
and easily controlled 


Composition: Each tablet 


contains 400 mg. meprobamate 
dicarbamate) 


and 1 mg. benactyzine HCl 


*Alexander, L.: Chemotherapy of depression — 
The use of meprobamats combined with 
JAMA. In press, 1958. 


Literature and samples on request 


Wa WALLACE LABORATORIES, New Brunswick, N. J. 
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New Types of 


HOSPITAL—COMMUNITY FACILITIES 


To be effective, the open hospital should be supported by peripheral services—day and 
night hospital care; half-way houses; therapeutic farms; geriatric hospitals; 
clincs; and psychiatric units in general hospitals. 


Discussion Leader: H. E. LEHMANN, M.D., Montreal, Canada 


URING THE DISCUSSION it became 
D apparent that many community 
facilities, some quite successful and 
very ingenious, are actually in ex- 
istence, though apparently not very 
highly developed as yet. If we can 
convince legislators that these exist- 
ing facilities are sound and are 
needed in the light of our present 
medical knowledge, our rehabilita- 
tion programs can be greatly stepped 
up. Several speakers, however, com- 
plained of the sparsity of literature 
on the subject, and urged those who 
had had experience to try to get it 
published so that others attempting 
to establish similar programs, would 
have something to show to help con- 
vince their legislatures that such pro- 
grams were not only acceptable, but 
needed. 


Today new types of hospital-com- 
munity facilities have become an es- 
tablished need, said Dr. Lehmann, 
the discussion leader. They are neces- 
sary because the open hospital im- 
plies constant cross-fertilization be- 
tween the community and the mental 
hospital. To determine what types of 
new facilities are required, we must 
consider the purposes for which we 
need them. 


The three basic needs of the pa- 
tient himself are case-finding; treat- 
ment; and finally, rehabilitation. In 
Montreal much of the case finding is 
done through a mental hygienist, 


who works in a “Well-being Center” 
—a place where people go to find out 
how well they really are and what 
they should do if they do have prob- 
lems. Thus real cases of maladjust- 
ment can be referred accordingly. 

For treatment, Montreal has some 
ambulatory facilities—-day and night 
hospitals, clinics and so on. The most 
important needs which we must meet 
in the community come under the 
heading of treatment. 


Rehabilitation is the most neg- 
lected phase, and community facili- 
ties are most urgently required for 
this purpose. More social service fol- 
low up, more vocational guidance 
and placement services, more clinics 
and half-way-houses are indicated. 


Special Community Needs 


A Missouri psychiatrist some weeks 
ago suggested that we should also 
consider establishing foster homes for 
young schizophrenics, with profes- 
sional people as foster parents—per- 
haps teachers with whom they are 


already acquainted. Far more facili- 


ties are also required for disturbed 
children, who are well enough to be 
home part of the time, but who need 
treatment as well. We desperately 
need more community facilities for 
the aged mentally infirm. Special 
types of homes should be developed 
for these patients. 

A way must be found, too, to 


Participants: Mr. Robert Barrie, N. Y.; Nathan Beckenstein, M.D., N. Y.; 
Daniel Blain, M.D., Wash., D. C.; Dr. E. Cunningham Dax, Australia; 
Hayden H. Donahue, M.D., Okla.; John L. Haskins, M.D., Ore.; Ray H. 
Hayes, M.D., Ky.; Robert C. Hunt, M.D., N. Y.; Harold S. Magee, M.D., 
N. J.; Francis J. O'Neill, M.D., N. Y.; Walter Rapaport, M.D., Cal.; Miss 
Frieda Reicher, Va.; Benjamin Simon, M.D., Mass.; George S. Stevenson. 
M.D., N. Y.; Mesrop A. Tarumianz, M.D., Del. 
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finance the care of the ambulatory 
psychotic patient who cannot afford 
more than, say, seven or eight dollars 
a week for care. These patients too 
often come into the public mental 
hospital simply because in this way 
psychiatric care costs them nothing 
or costs them less than outpatient 
care! 

The problem we are facing today 
is the fact that we are discharging 
many more patients than the com- 
munity can absorb, either socially or 
industrially. There are plenty of or 
ganized attempts to provide employ- 
ment for the physically handicapped. 
We need similar efforts on behalf of 
the mentally handicapped—perhaps 
some sort of sheltered workshops. 

In California, there is a facility 
locally known as the “Quarter House,” 
run almost entirely by volunteers, and 
caring for ten or twelve patients. The 
chairman of the volunteer group is a 
trade union leader, and the volun 
teers themselves interview hospital 
patients with a view to vocational re- 
habilitation. Patients who are consid 
ered likely candidates are enrolled 
in the Quarter House, and local in 
dustrialists are persuaded to give 
them a chance at employment. Most 
patients have maintained their im 
provement and few have had to re 
turn to the hospital. On the whole, 
the venture is very successful. But a 
good volunteer program and strong 
community support is essential. 

A director of a mental health so 
ciety said these groups feel one of 
their main jobs is to help the cause 
of mental health, but so many com 
flicting viewpoints are stated that it 
is dificult for a lay group to know 
where to start. Should the commu 
nity be educated first, or should the 
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hospital be opened first? He sug- 
gested that a compromise would be 
useful—to bring in a selected group 
of citizens at the very earliest stages 
of planning to open a hospital, and 
obtain their initial support and un- 
derstanding. Such a group will be 
willing to continue supporting you 
as your program develops and will 
help you enormously when the in- 
evitable “incidents” occur. 


A Constellation of Clinics 


Dr. Beckenstein said that we have 
to get down to basic philosophies in 
handling the problems of community 
treatment. The Mental Health Law of 
New York state, for instance, has per- 
mitted the establishment of a con- 
stellation of clinics, which are financed 
by matched funds from the local com- 
munity and the state. There are five 
clinics in Brooklyn—four are day clin- 
ics, each of which covers a definite 
health district. The fifth is an evening 
clinic which takes patients from any 
part of Brooklyn. 


One of the day clinics is devoted to 
child guidance. Each clinic has a local 
Board of Directors which is the liaison 
with the community in which it is 
situated. Each Board sends representa- 
tives to a central board which is called 
the Coordinating Board. Through the 
latter board, personnel are hired who 
can be rotated over the clinics. These 
are social workers, psychologists, ste- 
nographers, and so on. The psychia- 
trists are supplied by the Brooklyn 
State Hospital. 


The whole project is a beautiful ex- 
ample of the coordination of federal, 
state, municipal and local citizens’ 
support. The clinics meet in health 
centers which are owned by the City 
of New York. The state matches funds 
which are contributed by the various 
Boards and by the city. Some of the 
state funds for special projects are de- 
rived from the federal grants to states. 


One of the great values is that a 
patient may start as a day clinic case 


and as he is rehabilitated and able to 


work, he can continue in the evening 
clinic, if his condition warrants it. 

It should be noted that the mental 
health law in New York state pro- 
vides that any community of 250,000 
or more, desiring to establish com- 
munity mental health facilities, can 
have its funds for that project 
matched, dollar for dollar—the total 


not to exceed the population of the 
area—figured at $1 per capita. In other 
words, a city like New York with 
8,000,000 people, could potentially re- 


’ ceive $8,000,000 to match $8,000,000 


that they would lay out for commu- 
nity mental health facilities. 


Day Hospital Programs 

As long ago as 1944 a British med- 
ical journal projected, not a state 
hospital with satellite activities, but 
a district facility of which the hos- 
pital would be a part—a sort of total 
service which would encompass every- 
thing we could think of in the way 
of hospital and community facilities. 
A large part of the time of the hos- 
pital psychiatrists would be spent in 
the community itself, so that the hos- 
pital service, in terms of staff, would 
not be much better off than our ex- 
isting hospital services in this coun- 
try. 

Dr. Blain reported on two “day 
hospital programs” he had recently 
seen, one in Lafayette, Louisiana, 
which consists of a sort of clinic 
which is more like a mental health 
center, as described in the World 
Health Organization Pamphlet (WHO 
Technical Report No. 73). This fa- 
cility, after two years, seems very suc- 
cessful. They have had 850 patients 
through the center, many of whom 
were schizophrenic—quite sick peo- 
ple. The staff is small—two part-time 
psychiatrists, a social worker and a 
psychologist, for about 18 beds. They 
have the advantage of being right 
next to a large general hospital, 
whose facilities they can use. It is 
operated by the state agency. 

The other program is a small one, 
operating in much the same way, in 
Ponce, Puerto Rico. This facility 
takes care of patients who cannot be 
admitted to the mental hospital be- 
cause of overcrowding. This, too, 
seems to be very successful. 

Some years ago the Trenton, N. J., 
state hospital established a day hos- 
pital, which has been running con- 
tinuously, except for a few months. 
The difficulty has been to get a prop- 
erly qualified psychiatrist to run it. 
It is successful, in spite of this draw- 
back, and handles about 12 patients 
at a time. (See MENTAL HospirAts, 
Dec. 1956.) It is staffed by a part- 
time psychiatrist, a nurse and some 
attendants. It is used as a teaching 


center for affiliate nurses and also in 
the training of residents. All recog- 
nized forms of therapy are used. 

Dr. Hunt spoke of the day hospital 
on the grounds of the Hudson River 
Hospital, under the auspices of the 
state department of mental hygiene. 
It has been quite successful in giving 
intensive treatment to patients who 
need full hospital treatment, but who 
need not stay in overnight. The main 
difficulty is hiring personnel, because, 
being on the state hospital grounds, 
the facility suffers from some of the 
stigma of “the asylum.” Even so, peo- 
ple who come here for treatment are 
not considered “ordinary crazy peo- 
ple” who’d normally go to the hos- 
pital. The next step is to destigmatize 
the hospital itself, and so staff it that 
it can offer just as good an intensive 
treatment program as the day hos- 
pital now does. Theoretically, every 
part of a state hospital could be used 
as a day hospital for some and a 
night hospital for others, so that we 
use all facilities flexibly, as dictated 
by medical necessities rather than by 
social prejudices. 

Oklahoma, too, is trying the ex- 
periment of day hospitals. The idea is 
logical and sound, especially if the 
day or night hospital is a kind of 
subsidiary to the state mental hos- 
pital. If they can get backing from 
the legislature, they might even try 
to add a third facility—the half-way 
house. This would enable the state 
to increase greatly the facilities with- 
out a terrific outlay for capital ex- 


pense. 
Australian System Noted 


Dr. Dax said that he thought that 
the day hospital had certainly come 
to stay. Many have been established, 
but unfortunately have been run 
without much inspiration. Related 
facilities, found in Europe and else- 
where, are sheltered workshops, a 
boarding-out system and various at- 
tempts at vocational rehabilitation. 
In Australia there are after-care hos- 
pitals run by voluntary agencies 
financed by the profits from hospital 
shops where patients work. In an- 
other Australian hospital they tried 
the experiment of a self-management 
ward where some 20 women have 
looked after themselves, and done 
their own cooking, some going out to 
work and others keeping house for 
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them. The keys are inside this ward, 
and you have to knock to get in! 
There are plans to expand this pro- 
gram to take in both males and 
females in a single house in town. 
Quite clearly the opening of the 
doors is only a part of the whole 
program of transferring the long- 
term patients from a hospital into a 
community—into a community which 
is prepared to receive them and in a 
sense has become a hospital. 

Dr. Lehmann said that since the 
day hospital is apparently established 
in principle, the task now is to work 
out the technical details. Who shall 
finance it? How long should the pa- 
tient be there? Where should it be 
located—near the mental hospital or 
entirely separate from it? He thought 
that it became increasingly apparent 
that we need the help of sociologists 
more and more to determine what 
factors are necessary in order to es- 
tablish rehabilitation and even to es- 
tablish community relations in order 
to open the doors of the hospital. 

Dr. Tarumianz put in a word for 
the night hospital, where people can 
continue to engage in their daily 
work and remain self-supporting. He 
had one established as early as 1929. 
This is one way to render service to 
people of lower income who cannot 
afford a private psychiatrist. Since 
they would normally go into a hos- 
pital, which would cost them noth- 
ing, there is no reason why they 
should not continue working if pos- 
sible. This way the family remains 
intact; the patient continues paying 
taxes and finally, we need not in- 
crease inpatient service facilities. 


Nominal-Fee Clinic Services 


Dr. Simon said that the Ring San- 
atorium provides psychiatric service at 
a nominal charge as a public service 
and whatever fee is collected goes to 
the physicians; the patients who 
come to this clinic are handled, in 
large part, by a social worker, but 
they are referred if a psychiatrist is 
needed. 

A reference was made to the Dis- 
charge Cottage Plan* at Los Angeles 
VA Hospital, with a psychologist to 
administer it and the _ psychiatrist 
being called in just as you would in 
the community call in a physician. 
* For account of similar plan at Brock- 


ton VAH, see Mentat Hospirats, Nov. 
1957. 
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Dr. Hayes told of Kentucky’s trav- 
eling clinics designed to extend psy- 
chiatric services to people who have 
been treated and discharged but who 
may need some help, and also to get 
some such services to the indigent 
who may not need hospitalization. 
The clinic team comes from the com- 
munity services and also from the 
state hospital. Another purpose of 
this program is to try to affiliate with 
local teachers’ colleges, and to estab- 
lish psychiatric workshops for teach- 
ers which carry credit. This is to give 
educators some idea of the problems 
of the hospital and the mental pa- 
tient. They are trying to reach the 
small theological seminaries for the 
same purpose. The clinic facilities 
are also offered as training for psy- 
chologists and social workers in the 
University of Kentucky. The purpose 
behind all these activities is to fulfill 
the hospital’s responsibility for the 
patient after he is discharged, and to 
meet some of the needs of the popu- 
lation. 


General Hospital Units 


Another related type of extra-men- 
tal hospital program is, of course, the 
psychiatric unit in the general hos- 
pital. Virginia has managed the prob- 
lem quite well. This was mainly be- 
cause of the leadership offered by a 
leading local psychiatrist, who helped 
the community to realize that such 
facilities are essential and that the 
community must pay for them. The 
next problem is to get health insur- 
ance contracts to cover the expenses 
of the patient in such a facility. If 
psychiatrists in other parts of the 
country would give similar leader- 
ship, far more psychiatric facilities in 
general hospitals could be estab- 
lished and sufficient funds found to 
pay for these services. 

The psychiatric wards in the gen- 
eral hospital are a very important 
development and must be further ex- 
tended. But Dr. Donnelly pleaded for 
clarification of our thinking in terms 
of the relationship between the va- 
rious services of which we are speak- 
ing and the mental hospital itself. 


The facilities which we are now 
discussing have to meet the needs of 
two types of patients: those who 
would formerly have needed free hos- 
pitalization because of inability to 
pay an adequate sum for any other 


type of treatment, as well as those 
who would formerly have paid for, 
say, electroshock treatment in the 
doctor’s office, but who can get better 
treatment in a proper facility or even 
in a hospital on a part-time basis. A 
different approach is needed if both 
types are to be served. 


After-Care in Overall Program 


After-care facilities have their place 
in this overall program as well. Tra- 
ditionally, patients on leave from the 
state hospital are supervised by extra- 
mural social workers with some psy- 
chiatric consultation from the state 
hospital. California, accordingly, has 
developed after-care clinics attached 
to the state hospital. This program is 
still in its infancy but it seems as if 
the metropolitan hospitals will be 
able to look after most of the after- 
care patients without difficulty. The 
rural hospitals covering a large area 
might need either a traveling clinic, 
or the services of private psychiatrists 
in outlying cities. The latter program 
has been adopted and these psychi- 
atrists—three of them—are part-time 
members of the hospital staff on a 
part-time salary. They see the pa- 
tients on leave and report to the hos- 
pital. 

Each New York State hospital has 
an individual who is responsible for 
after-care in a specific district, and 
where a large territory is involved, 
this is done by a combination of trav- 
eling clinics, plus a social worker 
who resides in the district who is on 
call at all times, but who reports back 
to the hospital weekly for confer- 
ences and visits to the psychiatrist. 
The weakness is “rather thin psychi- 
atric coverage” for when a _ psychia- 
trist is needed, he has to steal time 
from the ward service to go out. 

We are constantly asking the com- 
munity to accept their mental patient 
back again, it was said, and they too 
often act as if we are imposing upon 
them. We must deal with this atti- 
tude by education. The patient came 
out of the community; when he 
comes out of the hospital, he belongs 
there again. Nor must he go out 
merely to a sort of tolerant accept- 
ance. The communities are lax in 
accepting their own integral respon- 
sibility. It is for psychiatry to impress 
them with the importance of this 
responsibility. 


—— 
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Legal Implications of 
THE OPEN HOSPITAL 


Modern hospital psychiatry demands that the administrator take some calculated risks. 
He must meet the dual responsibility of protecting the public and the patient, 
while providing a non-authoritarian therapeutic environment. 


Discussion Leader: ROBERT S. GARBER, M.D, New Jersey 


piscussION of the legal implica- 
tions of the open hospital almost 
immediately brought out once more 
the familiar paradox of the responsi- 
bility of the administrator for the safe- 
ty of the public and his medical re- 
sponsibility to give his patients the 
best known treatment, which today im- 
plies a policy of liberal patient free- 
dom. Apprehension was expressed 
about malpractice suits; about suits 
against the hospital and against in- 
dividual staff members; about sui- 
cides; about pregnancies; and about 
homicides. 

These problems, very real to all 
administrators, fell into less alarming 
perspective when Dr. Simon pointed 
out that not so many years ago, the 
insurance companies were terribly 
alarmed about electroshock. It was 
scarcely possible for a physician to 
give shock treatment without the 
written permission of the relatives. 
But today the general trend of legal 
opinion is that you may give shock 
therapy without permission because 
it has become an accepted part of the 
practice of your profession in the area 
in which you practice. This makes 
for a good strong defense, regardless 
of any accident that may happen. 
Once the open hospital becomes—and 
it is rapidly doing so—a part of ac- 
cepted psychiatric hospital practice, 
the number of suits will decrease. 


Dr. Garber, discussion leader and 
Program Chairman, said he was stand- 
ing in for Dr. Henry Davidson, and 
had the use of many of Dr. Davidson’s 
notes. Certainly, he said, there is a 
real conflict between the physician’s 
role towards his patient and his duty, 
as an administrator, towards the pub- 
lic. The basic concept of malpractice 
is that harm may come to a patient— 
or in the case of mental patients, to 
the public—through negligence, in- 
competence, malice or carelessness. If 
a patient in an open hospital com- 
mits suicide, homicide or assault, be- 
comes pregnant or destroys property, 
the citizens are aggrieved and may 
sue the hospital. The hospital ad- 
ministrator, therefore, must show that 
he was not negligent in allowing this 
patient the freedom of the open ward. 
Problems more often develop with a 
committed psychotic than with an 
uncommitted patient, because the 
latter cannot be retained against his 
will. 

It is difficult, with a mental pa- 
tient, to counter a malpractice suit 
by claiming that the patient himself 
was negligent, since he is often pre- 
sumed to be incompetent. Thus if a 
patient was burnt, the defense that 
he was careless with matches would 
be pretty thin. So with the open ward 
—the hospital administration is pe- 
culiarly liable because this defense, 
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the patient’s own negligence, incom- 
petence or malice is practically wiped 
out. 


The staff on the ward are indi- 
vidually liable, though in practice the 
nurse, having little money, is rarely 
sued. The doctor, presumed to have 
more money, is more liable to suit. 
So is the hospital, except in jurisdic 
tions where some state hospitals are 
immune from suit; in this case the 
suit again falls upon the doctor, 
And while the state may furnish 
counsel and experts and may even 
finance his appeal, it will not pay 
the judgment against him. This 
means that every doctor should have 
as much malpractice insurance as he 
can afford. The general assumption, 
too, is that all treatment is under the 
supervision of the doctor, so that if 
an attendant injures a patient, the 
doctor will be liable, even though he 
did not personally supervise the par 
ticular procedure. 


Special “Open Ward” Problems 


Certain particular problems aris 
on the open ward: the fact that pa 
tients on such wards may be involved 
in handling money; the fact that visi 
tors can frequently get them to sign 
papers that they would not be able 
to if the patients were not so acces 
sible; the development of sexual it 
timacies, whether heterosexual 
homosexual; the problem of recei¥ 
ing and passing out mail; the possi 
bility of more frequent personal it 
juries; the problem of access to hos 
pital records; the possibility that the 
patient may introduce or have readi¢ 
access to alcohol; the familiar prob 
lem of the drug addict and finally. 
the anxiety of the administrator, whé 
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is greatly threatened by having to in- 
volve the hospital and his staff in 
greater liability. 


Despite this melancholy recital of 
booby-traps, there was no sentiment 
that the movement toward the open 
hospital should be halted or even 
slowed up unduly. Dr. Rapaport de- 
clared that an excellent means of de- 
fense is to keep very accurate records. 
We will never be immune to suits, 
but we must be prepared to defend 
ourselves and do so competently; well- 
kept medical records will greatly as- 
sist in this. Basically the matter of 
whether a certain patient should get 
a certain treatment or an additional 
privilege is a medical judgment, and 
most people respect medical judg- 
ment. But if this judgment is not re- 
corded it will be more difficult to 
prove that we really considered all 
the points and after consideration 
and consultation, came to the con- 
clusion that this individual should be 
given this or that treatment or this 
or that privilege. If we are able to 
defend ourselves adequately by means 
of well-kept records, the suits will be- 
come less frequent. 

He wondered what the general hos- 
pitals with psychiatric units were go- 
ing to do about the open ward. They 
are more cautious than psychiatric 
hospitals and will rarely bring in psy- 
chotics or even alcoholics because 
they fear suit. None would be will- 
ing to have a psychotic on an open 
general ward, and he doubted if any 
insurance company would insure a 
general hospital which did. 

He further recommended that 
every physician should carefully go 
over his malpractice policy with an 
insurance expert and make sure that 
he was covered to the hilt with re- 
gard to all the implications and con- 
sequences of open ward practice. 


Basic Principles Regarding Suits 


Dr. Duval spoke at some length 
about two separate suits in which 
his hospital had been involved. A par- 
ticularly serious one, from the point 
of view of the hospital, and one ex- 
tremely relevant to the open hospital 
policy, was the case of a patient who 
hanged herself by the cord of her 
bathrobe despite careful medical 
screening and the medical decision 
that she was no longer a suicidal risk. 
Should they not have given her a 


bathrobe? Nor any clothing? Nor any 
bedclothes? Anything may be an in- 
strument of suicide. 

“How can we defend ourselves?” 
asked Dr. Duval. “I will fight to the 
end on this case, because if we lose it, 
it could be the opening gun for all the 
rest of you to have this sort of suit 
brought against you. Somehow or 
other we must show the court that 
we only practiced humane treat- 
ment.” 

Several people thought the fear of 
suit because of pregnancy was a straw 
man. Giving more opportunity for 
hospital patients to have a normal 
social life would not greatly increase 
the risk of heterosexual or homo- 
sexual activities. Instances were 
quoted of a girl who got herself preg- 


nant while on a school bus and an- 
other who managed it behind the 
stage of a puppet show. And Dr. 
Matthews quoted a case where a local 
judge called the Secretary of Welfare 
in Pennsylvania to complain that 
mentally retarded patients were get- 
ting pregnant, but finally agreed 
that many girls from fine families in 
his own community became illegiti- 
mately pregnant; the only solution 
would be, therefore, to lock up all 
the single women in the community 
who were of child-bearing age! 

Dr. Simon thought there were no 
basic principles on which hospital 
psychiatrists can operate in case of 
suit. Sometimes a jury finds for the 
defendant and is overthrown by an 
appellate court; other cases have been 
non-suited; and again, an appellate 
court will give the decision to the 


defendant. There is no standard type 
of defense which can be used but a 
great deal depends on how the case is 
handled. For instance a few years 
ago more suits came up over the ad- 
ministration of shock therapy where 
the hospital doctors had had no con- 
tact with the relatives. Seeing rela- 
tives brings them into the treatment 
program and they will bring few suits. 
Seeing the relatives is wise in every 
respect but is especially valuable in 
terms of avoiding suits. 


Principles Become Accepted Practice 


This applies as well to other mem- 
bers of the public. An incident was 
cited where a ten-year-old youngster 
eloped, went down to the airfield, 
picked up a plane, taxied it to the end 
of the field and might have taken 
off but for the fact that the manager 
of the airport pursued him in his car. 
The youngster turned the plane 
around and chased the manager all 
the way back, and in so doing, pulled 
the guts out of the plane. For 24 
hours there was considerable con- 
cern on the part of the staff as to what 
was going to happen now! However, 
they invited the airport manager to 
pay a visit to the hospital, discussed 
the incident with him, and showed 
him the children’s unit. He subse- 
quently became interested in showing 
some of the children the airport and 
no suit resulted. 


Useful during the electroshock pe- 
riod were the very broad principles 
laid down by the A.P.A. on this; they 
deliberately did not set up a series 
of detailed specifications but left 
much to the medical judgment of the 
individual physician. If we are going 
to have open hospitals we need a 
similar set of broad principles so that 
they can become a part of our think- 
ing and a part of accepted practice. 


Dr. Matthews said that if this body 
of superintendents has the official 
backing of the A.P.A. and of psy- 
chiatric leaders in their own com- 
munities, not many suits will be sus- 
tained. 

It is interesting that some courts 
have found that any hospital accept- 
ing a patient is under a contractual 
obligation to take care of him while 
others have found quite the reverse 
—that the hospitals are not under a 
contractual obligation, but are under 
obligation to give treatment accord- 
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ing to the precedents of their own 
profession and its practices at the 
time. This latter will apply to the 
open hospital as it becomes accepted. 

Lawyers claim that the one great 
trouble they have is with physicians 
who do not have enough insurance 
coverage. But once a physician has 
the utmost he can afford, he should 
then act as if he had no insurance. 

The question of sufficient person- 
nel, without which the charge of 
negligence may be brought, is very 
important. In most cases, everything 
revolves around the question of medi- 
cal judgment. If there is an adequate 
number of doctors to examine each 
patient and come up with a consid- 
ered opinion, the defense will be 
strong, but in preparing to liberalize 
state hospitals we must take into ac- 
count the fact that there are not 
enough physicians. It is probably 
quite true that about 80%, of patients 
in any hospital can be handled on 
open wards; the question each one of 
us must face is how close we can 
come to this ideal in terms of our 
peculiar setting, which will vary 
from state to state, and from hospital 
to hospital, and also between juris- 
diction and jurisdiction. 

The problems which have been out- 
lined will have to be faced by every 
doctor who starts to open his hos- 
pital. Merely because we know we 
shall have them is no reason not to 
move forward toward what we believe 
to be ideal; it is all the more reason 
to be prepared for the normal legal 
defenses which are called for in our 
jurisdiction. 

Medical Decisions vs. Hospital 

Policies 

Dr. O'Neill said that there was one 
big legal difference in Great Britain 
—if someone brings suit against you 
and he loses it, he has to pay the 
cost; this does not apply in most 
states in this country and perhaps this 
is why the British are not quite so 
suit-minded as we are over here. Also, 
very few suits have been successfully 
carried through because the courts 
have supported the hospitals and 
their administration. (An English 
psychiatrist was quoted as saying that 
if Americans ever discussed the open 
hospital they would wind up talking 
about litigation!) 

Dr. Crawfis (an attorney as well as 
a physician) said that many of the 


decisions which have been described 
are not so much medical decisions as 
they are administrative policy deci- 
sions; this means that your staff doc- 
tor is conforming to an already estab- 
lished staff policy decision, and he is 
therefore not liable for malpractice. 
This does not mean, of course, that 
he is totally free, since the practice 
of medicine is an individual thing. 
The superintendent cannot practice 
medicine for his staff doctors—they 
have to practice medicine for them- 
selves. 

Another point is that despite some 
isolated cases no doctor and no insti- 
tution guarantees results; the only 
thing which can be offered is reason- 
able care and a reasonable opportu- 
nity for recovery. The law permits us 
to take such calculated risks since 
none of us can predict 100% what 
will happen. 


It is important to carry insurance 
because many suits are filed which 
are not good suits, but are purely 
nuisance value. This is unfortunate, 
but the doctor is almost forced to 
carry malpractice insurance purely 
to protect himself against this kind 
of suit. 


Mr. Gorman, just back from a 
visit to the English hospitals, said that 
when Dr. Rees first proposed to open 
his hospital, he was told it couldn’t 
be done. The lawyers said it couldn’t 
be done; the ward supervisors said it 
couldn’t be done. But T. P. Rees lis- 
tened only to himself and to God 
and decided that he had a duty. He 
also had staff resignations because the 
supervisors believed mayhem would 
result. A hospital employee of 35 
years’ tenure said “We'd been kicking 
the patients around, and we felt if 
they got loose they'd kick us around.” 

“The open door is a rallying cry 
for freedom, but it is not so much 
the open door itself,” said Mr. Gor- 
man. “In England, 50% of a psy- 
chiatrist’s time—every psychiatrist—is 
spent in the mental hospital and the 
other 50% working in a community 
facility for emotionally disturbed 
children, in day care facilities for 
geriatrics, or in running a psychiatric 
clinic in a general hospital. This idea 
is disturbing to the psychiatrists in 
this country, only half of whom have 
anything to do with hospitals. Yet 
both in England and the Nether- 
lands, they began to burn their 


bridges gradually, not by one dra- 
matic stroke. The isolation has 
broken down so slowly that you fre- 
quently don’t know where the hos- 
pital ends and where the community 
begins. 

“Yet this country, with 700,000 hos- 
pital patients ten thousand light years 
from the community, has an enor- 
mous contribution to make. I hear 
you say the people in England aré 
different. They are not different. The 
English patients on totally closed 
wards are not different. The ward 
supervisors in this country are not any 
more threatened than were the guys 
in England in 1935 when T. P. Rees 
began opening Warlingham Park. 
People are people around the world 
if you give them some kind of lib- 
erty; add some kind of responsibility 
and they will meet it. 


Too Much Concern about Legality 


“One word about staff,” he con- 
cluded. “Demonstrable statistics in 
Europe show that you do not need 
more staff to have an open hospital. 
The patients take more responsibility 
so the staff has less. It is true that 
what personnel you have must be 
highly qualified. The British regis- 
tered mental nurse is an outstanding 
example. She wants and is trained to 
treat patients at the bedside and she 
is largely responsible in this area. 
These nurses—and I talked to many— 
told me that when the wards were 
closed, they had to give the patients 
total attention—breathe down their 
necks. Now the wards are open, the 
duty is easier and the nurse can give 
more time to occupational and rec- 
reational therapy.” 


There is perhaps a little too much 
concern about the legal implications, 
and those who have observed the 
open hospitals in actual operation 
decry the idea that we are just in- 
viting trouble. As long as we de 
pend on iron bars and police power 
for security, as long as we depend 
on external forces compelling con- 
formity, we can have no security. In- 
stead we must learn to build up and 
rely upon the internal controls of 
the patients; when we successfully 
place responsibility upon them and 
depend on their internal controls as 
we do in the general population, we 
will have fewer suicides, fewer sexual 
episodes, and fewer acts of assault. 


“CLEAN, COOPERATIVE, 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 
sons,.”? 


Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics “the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.” 


In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.””? 
Many reports have indicated that Serpasil 


in high dosage for 
psychiatric patients 
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AND COMMUNICATIVE” 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.’ “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is not an indication 
for discontinuing treatment.’ 

1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 15) 1955. 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 


Acad. Sc. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955. 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elizir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 


lra- 
has 
10S- 
10S- 
ars : 
10r- 
ear 
sed 
ard 
any 
Uys 
ark. 
orld 
lib- 
lity 
con- 
gis: 
fully 
1, we 
It. 
27 


Involving Community Physicians 
in Psychiatric Facilities 


Through state and county medical societies, specialists and “family doctors” 
can provide a new core of medical services within the hospital, 
and eventually develop into key community supporters. 


Discussion Leader: ROBERT A. MATTHEWS, M.D., Pennsylvania 


E COMMUNITY CENTERED mental 
Tiheatth program seems to be the 
cry of the future, Dr. Matthews said. 
There is going to be more and more 
need and demand for involving local 
physicians in mental health pro- 
grams. We are turning to the concept 
of the mental hospital becoming the 
community mental hospital—not just 
a mental hospital whose physical lo- 
cation is the only evidence of its 
existence in the community. Its doors 
are opening to allow the community 
to come in and to allow staff and pa- 
tients to go out. And this community 
cooperation should be extended to 
the full range of other psychiatric 
facilities. 

Historically, community physicians 
were deeply involved in the care of 
mental patients. In this country, the 
mental hospital often began as a sec- 
tion of the alms house. The consult- 
ing physician, as part of his duty in 
caring for indigent patients, took care 
of the mentally ill as well. As these 
sections grew and became autono- 
mous hospitals, they moved to the 
edge of the community. They became 
more remote, and general physicians 
provided less of the medical service 
as psychiatrists came into the devel- 
oping state hospital systems. 

In our reappraisal of present needs 
it is apparent that there are many 
types of psychiatric facilities that 
need to be related to and integrated 
in the general medical life of the 
community. 

In addition to the many state men- 


tal hospitals, other facilities include: 
state schools or institutions for the 
mentally retarded; hospitals for emo- 
tionally disturbed and mentally sick 
children; private mental hospitals; 
community clinics; university clinics, 
both psychiatric clinics and all-pur- 
pose clinics using psychiatric person- 
nel; mental health centers; public 
health centers; psychiatric wards in 
general hospitals, and medical schools 
with psychiatric sections cooperating 
with state institutions. 

Looking over a list for one state, 
the Chairman said he found 19 dif- 
ferent specialties involved the 
state mental health system alone; 
aside from psychiatrists, 150 physi- 
cians are giving consultation service 
part-time (ranging from a few hours 
a week through one-third time and 
half-time) and 46 specialists are giv- 
ing full-time service. 

Some hospitals are employing gen- 
eral practitioners to cover wards at 
night and on weekends, Dr. Mat- 
thews said. This has the double value 
both of involving them in the hos- 
pital program and thus enriching it 
with their special skills, and freeing 
hard-pressed staff members for psy- 
chiatric duties. 

Throughout this discussion it was 
apparent that these two results—a 
better program of professional serv- 
ice and a solution to the problem of 
personnel shortage—are acting as a 
spur to this new administrative de- 
velopment. Agreeing on the advisa- 
bility of such a denouement, the 
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discussion members suggested ingeni- 
ous ways of fostering the movement. 

One auspicious omen is an increas- 
ing interest in psychiatry on the part 
of the general practitioner. In part 
this is stimulated by the public’s in- 
terest in the subject and the resultant 
demands patients make on him for 
this type of information. Another 
factor is the introduction of tran- 
quilizers and the general practition- 
er’s function in caring for patients 
using these new drugs. 

And, as we all know, medical 
schools need teaching material. In 
the past, indigent patients often 
served as a source. However, with the 
growth of Blue Cross and Blue 
Shield and other insurance programs, 
schools are finding there are fewer 
indigent patients in hospitals and this 
potential teaching material is no 
longer available. Some medical schools 
are turning to the mental hospital, 
and the hospitals benefit from such an 
academic tie. 

Caring for mental hospital patients 
after discharge is another area where 
the assistance of the general physi- 
cian should be enlisted, Dr. Matthews 
said. We face a challenge in trying 
to get more doctors in the community 
to give this help. In the case of the 
indigent patient, perhaps we should 
explore ways of using public assist- 
ance funds for this purpose. Other- 
wise patients needing follow-up may 
be neglected. The Veterans Admin- 
istration has had some experience in 
using psychiatrists on a fee-for-treat- 
ment basis which might help in de- 
veloping a pattern. In some ways 
this might be less expensive than 
clinic consultation, and it could be 
used where clinics are not available. 


Bringing the general practitioner 
(G.P.) into the picture is of such 
importance that the American Psy- 
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chiatric Association has joined with 
the American Academy of General 
Practice to develop a practical pro- 
gram for cooperation. Under a grant 
from the Lasker Foundation, a pilot 
project is now under way. This is 
headed in the Washington A.P.A. 
office by Dr. Goshen, who described 
developments and plans. A study will 
be made of how the general practi- 
tioner can be given a greater under- 
standing of psychiatry so that he can 
carry a larger share of the psychiatric 
medical case load. 


Dr. Goshen said special attention 
will be given to developing coopera- 
tive relationships whereby G.P.’s pro- 
vide after-care for discharged mental 
hospital patients. Throughout the 
country, the readmission rate of ex- 
hospital patients is 35 percent. If we 
can reduce that rate by better follow- 
up care, the hospitals can have more 
effective therapeutic programs. In ad- 
dition, if the G.P. can gain psychi- 
atric sophistication he will be better 
able to prevent hospitalization in the 
first place; this might reduce the ad- 
mission rate another 25 percent. 

While these developments might 
ease the burden of harried superin- 
tendents and staffs of mental hos- 
pitals, there is resistance to making 
the first step. There is a tendency to 
wait for the general practitioner to 
take the initiative, to wait for him to 
seek guidance and information from 
the hospital about ex-patients. The 
G.P., on the other hand, is probably 
harassed himself and feels in this in- 
stance it is up to the psychiatrist to 
take the initiative. 


Keeping the G.P. Informed 


The A.P.A. project is exploring 
ways of breaking this deadlock, and 
Dr. Goshen mentioned a few that 
have already shown promise. For ex- 
ample, the family physician may be 
invited to attend the staff conference 
held prior to discharge of a patient. 
This gives the doctor more knowl- 
edge of the case, and gradually in- 
volves him in psychiatric treatment. 
He likened this to the way psychi- 
atrists’ own knowledge was rounded 
out: experience with actual patient 
care. He described results at the Em- 
breeville Hospital in Pennsylvania 
where a psychiatrist developed closer 
liaison with family physicians, both 
by keeping them informed of patient 


progress in the hospital and by keep- 
ing in touch with the doctor after the 
patient was discharged. In a hospital 
where readmissions comprised 35 per- 
cent of the case load, this figure was 
reduced to 19 percent in the course 
of two years. 

The general physician sometimes 
resists taking on psychiatric patients. 
In the large cities this may be because 
he expects clinics to serve this func- 
tion. In rural areas, however, there 
is only the family doctor to turn to, 
and ways need to be developed to 
help him integrate with psychiatric 
services. For example, he could be 
helped to develop skill in using social 
services. The general practitioner is 
not always accustomed to using other 
agencies as psychiatrists are. Hospital 
social workers might be used to in- 
struct G.P.s in what services are 
available to discharged patients. 


The A.P.A. plans to develop a 
guide book for hospitals which can 
be given to the family physician to 
bolster his confidence in grappling 
with this area of medicine which may 
be foreign to him. Fortunately, use 
of the tranquilizers has catapulted 
the G.P. into the care of psychiatric 
patients, and family doctors are more 
keenly interested than formerly in 
becoming familiar with all the tools 
of this phase of general practice. 

An Institute for general practition- 
ers in New Jersey was described by 
Dr. Robert Garber as “a bridge in 
this tremendous void between a state 
institution and the G.P.” The pro- 
gram was arranged in response to 
pleas from general practitioners, and 
was organized with the Mental 
Health Committee of the State Med- 
ical Society and the New Jersey 
Chapter of the Academy of General 
Practice, with expenses paid by the 
Carrier Clinic. Well qualified speak- 
ers were obtained. They included, in 
addition to psychiatrists, other spe- 
cialists with a knowledge of the field, 
such as an internist and a professor 
of pharmacology who described the 
mechanisms of the new drugs. Only 
64 doctors turned out for the first 
class, but Dr. Garber said he later 
realized that this was a fairly large 
number. At the end of 18 lectures 
there had been almost 100 per cent 
attendance. A critique sheet was dis- 
tributed and all but one said they 
would like to see the course repeated. 


Dr. Charles Bush of the Washing- 
ton A.P.A. office described a hospital 
program he had encountered which 
emphasized patient follow-up by the 
family doctor. The name of the G.P. 
is secured when the patient is ad- 
mitted, and he is informed about 
treatment. When the patient is sent 
home, a summary is sent to the fam- 
ily doctor describing the patient’s 
hospital stay and present condition 
and giving any information which 
the family doctor might need for 
future care, such as what medication 
the discharged patient might be 
taking. 

Medical Society cooperation can be 
very useful in promoting interchange 
between hospitals and family doctors. 
Having a meeting of the Society at 
the hospital, with staff participation, 
is a suggestion that has been made at 
former Mental Hospital Institutes. 
Dr. Matthews said that in reviewing 
proceedings of previous Institutes he 
noted that in 1949 Dr. George Steven- 
son had commented on the paucity 
of psychiatric representation on the 
programs of local societies. In a sur- 
vey of 300 programs, staff members 
from state hospitals were represented 
on only two occasions. Dr. Matthews 
expressed the opinion that a survey 
today would show more support by 
physicians from mental hospitals at 
the county, state, and national levels. 


The Amsterdam Plan 


A program in Amsterdam, Hol- 
land, was described by Mr. Gorman 
as offering an exciting possibility for 
using public health facilities in the 
community. Developed’ in 1930 as an 
economy measure to cut down on the 
city’s budget for hospitalization of 
patients, a plan of home visits and 
home care now provides services for 
3,000 patients who would otherwise 
occupy hospital beds. Headed by Dr. 
Arie Querido, who is both a psychi- 
atrist and public health officer, the 
city plan calls for assignment of a 
psychiatrist in each of 12 sectors of 
the city. This doctor is consulted in 
all emergency psychiatric first-aid. 
When an emergency is noted by a 
general practitioner, police officer, or 
a family, the first call is to the public 
health officer. Then the psychiatrist 
in the sector is sent out for a domi- 
ciliary visit. There is a 24-hour serv- 
ice in the general hospital in Amster- 
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dam. But the whole effort on this 
first visit by the psychiatrist is to try 
to enlist the total resources of the 
community to hold the patient in his 
home setting. Dr. Querido stated his 
philosophy thus: “I don’t look for 
symptoms. I look for strengths. I 
look for strengths in the home, in 
the family next door, that can hold 
that patient in the community.” 
These patients in home care are vis- 
ited once a month by a social work- 
er, and the doctor continues home 
visits, averaging calls once every 
week or two, until a case is closed. 

Speaking as a psychiatric educator, 
Dr. Eaton suggested that the best way 
to enlist the general practitioner in 
psychiatric care was to reach him in 
medical education programs. While 
it is true this teaching can take place 
at the post-graduate level, it can also 
take place in medical school, in the 
psychiatric portion of internship, in 
residency training (particularly in 
general practice residency or as a 
portion of the internal medicine res- 
idency). He said people in the men- 
tal hospitals can participate in two 
ways: getting students, from the be- 
ginning medical student to the post- 
graduate, into the hospital, and get- 
ting hospital personnel into the 
medical school. 

“I can assure you that the hospital 
personnel are welcome in the med- 
ical school and can be put to work 
quickly in teaching the things they 
know to the students,” Dr. Eaton 
said. “There are not nearly enough 
people in any medical school to su- 
pervise all the students and their 
work. Perhaps we are not as aggres- 
sive as we should be in going to the 
mental hospitals and asking for this 
help. That is our fault. But there is 
also the possibility of the mental hos- 
pital doctors coming to medical 
schools, voluntarily, and perhaps, if 
they wish, asking for something in 
exchange.” 


Teaching of Medical Students 


The work of the medical student 
in the mental hospital should be laid 
out so that it contributes to his 
knowledge. Under no circumstances 
should the student become the hos- 
pital drudge, performing only rou- 
tine duties such as blood counts. 
Medical students know how to do 
these things. If the medical student 
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is to be there, he should be there at 
least in part for training in psy- 
chiatry. 

This brings up the question: What 
should we teach about psychiatry? 
Dr. Eaton suggested that both the 
body of knowledge and the tech- 
niques to be transmitted need to be 
considered. He emphasized that such 
a body of knowledge existed and 
should be made available by psychi- 
atrists to physicians outside their 
specialty. If general practitioners 
know the methods and techniques, 
they will also know the limitations 
of their use of these tools. He char- 
acterized as “egomania” the feeling 
on the part of some psychiatrists that 
these were dangerous tools which 
could not be shared. 


A South Carolina psychiatrist, Dr. 
Hall, said they had long had a co- 
operative relationship with a medical 
college. Groups of senior medical 
students came to his hospital for two 
weeks of training, and hospital psy- 
chiatrists served in teaching appoint- 
ments on the college faculty. Recent- 
ly the medical college was approved 
for a three-year residency program, 
and six months of that period will be 
spent at the mental hospital. A co- 
operative teaching arrangement with 
the University of Oklahoma was also 
reported by Dr. Donahue. Dr. Jones 
of Arkansas State Hospital said they, 
too, had affiliation with the Univer- 
sity Medical Center, with the patient 
population available for the clinical 
material. Dr. Duval said that St. 
Elizabeths Hospital is approved by 
the American Medical Association 
for rotating internships. Since they op- 
erate a general hospital of 400 beds, 
they are able to offer residency in 
surgery, for instance. In addition, the 
hospital’s program ties in with local 
medical schools in the teaching of 
psychiatry and is affiliated with a col- 
legiate school of nursing. Other aca- 
demic arrangements are made in the 
fields of psychiatry and social work. 
He said there is no foreseeable end 
to the possibilities for tying teaching 
to the clinical operation of the hos- 
pital. 

By employing part-time staff, many 
hospitals have introduced a _ wide 
spectrum of staff, not ordinarily ori- 
ented in the subject, into the area 
of psychiatric knowledge. Dr. Bush 
cited several interesting examples of 


doctors from the community coming 
into the hospital on a part-time basis, 
One school for mental defectives has 
a pediatrician from the neighborhood 
spend half-time at the hospital to 
cover the nursery wards. A number 
of hospitals now have general practi- 
tioners come in on a part-time basis, 
doing general physical examinations 
of patients and employees or han- 
dling sick call in the morning. Many 
hospitals have a gynecologist consul- 
tant, an ophthalmologist, and similar 
specialists. Some hospitals employ 
local psychiatrists on a _ part-time 
basis. Dr. Patterson said the emphasis 
on getting the general practitioner 
coming to the hospital works to the 
benefit of the psychiatrist, and it is 
nothing new. He said the chief of 
medicine and chief of surgery at his 
hospital conduct rounds twice a week 
with psychiatrists. They emphasize 
the importance of all specialities 
keeping abreast with what is going 
on in medicine outside their own 
field. 


Solving Communication Problems 


A negative note was sounded by 
Dr. Wick, Superintendent of the only 
mental hospital in the state of Ari- 
zona, who said geographical distances 
within the state, lack of staff, and 
lack of support for many of the ideas 
that had been suggested left him still 
seeking answers to these problems. 
He expressed discouragement with 
the prospects of getting community 
cooperation. An undaunted western- 
er suggested that affiliations could be 
maintained with a medical school by 
flying the teaching staff in for assign- 
ments; the cost is not as great as you 
might guess, and the medical school 
is anxious for their students to ac- 
tually see patients. 


Dr. Blain said a practical sugges- 
tion is to make more use of the tele- 
phone to keep in touch with local 
doctors. In Vermont, he said, a psy- 
chiatrist has made a point of getting 
acquainted with local doctors, who 
in turn, have come to consult him 
frequently by phone. This has helped 
lick the problem of distance. He sug- 
gested other hospitals serving a wide 
area consider this, particularly for 
the possibilities it offers for follow-up 
with the care of discharged patients 
by local physicians. “It is a way of 
stretching out contact,” he said. 
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COMMITMENT LAWS ARE IN URGENT NEED OF REVISION 


In many states existing laws and forms do not begin to reflect modern psychi- 
atric principles. Methods must be devised to assist legislators 
to enact practical workable procedures. 


Discussion Leader: 


«JN OUR COUNTRY we have forty-nine 

jurisdictions, and these 
are really laboratories of trial and ex- 
perimentation,” Dr. Guttmacher said 
in opening this discussion. Winner of 
the American Psychiatric Associa- 
tion’s Isaac Ray Award, he is now a 
member of the Maryland committee 
set up by the Legislature to study 
commitment laws. Here are some of 
the ideas about commitment which 
were expressed by the Chairman and 
others in the discussion: 


1. There should be a minimum 
amount of legal formalism in the 
commitment process. 


2. Procedures taken over from the 
criminal law should be abandoned. 


3. There should be patient partic- 
ipation, not only in therapy, but in 
the undertaking of therapy. The 
ideal is for a patient to seek voluntary 
admission to the hospital, just as he 
might voluntarily seek treatment from 
a private psychiatrist. 

4. There should be a minimum 
amount of trauma to the patient. 
Things which should be avoided are: 
publicity, police custody, and deten- 
tion in jail. In Pittsburgh, emergency 
jail detention is avoided by using a 
private hospital for emergency cases. 
If a qualified physician then certifies 
that the person is in need of care, he 
is sent to the appropriate state hos- 
pital. 

5. As far as possible, stigma should 
be removed from “commitment.” Peo- 
ple have prejudices, and these prej- 
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udices must be taken seriously. Sub- 
stitution of “mental illness” for 
“insanity,” “certification” for “com- 
mitment” when this is appropriate, 
“convalescent status” for “parole” 
may seem like minor points. But 
these new terms all help the patient, 
and any help we can give the patient 
is of great importance. 


6. Involuntary commitment should 
not be limited to patients who are 
dangerous to themselves or dangerous 
to others. Dr. Guttmacher cited the 
decision in 1845 by Chief Justice 
Lemuel Shaw of the Massachusetts 
Supreme Court in the case of Josiah 
Oaks. The substance of this enlight- 
ened decision was that another basis 
for restraining a patient’s liberty is be- 
cause he is in need of treatment, will 
profit from treatment, but doesn’t 
have sufficient insight to understand 
this fact. 


Most would agree, said Dr. Gutt- 
macher, that the following things 
should be avoided: 


1. Equating of incompetence and 
commitability is unfortunate. In some 
states a patient committed invol- 
untarily is automatically considered 
incompetent. These are two quite 
separate issues. 


2. Inquiry into the financial status 
of the patient at the time of commit- 
ment is unnecessary. This is a fiscal 
problem. It is not a medical problem, 
and it really has nothing to do with 
the need for commitment of the 
patient. 
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3. Serving legal notice to the pa- 
tient personally is unnecessary. 


4. Insistence on the patient being 
present during court procedures is in 
many cases not only unnecessary but 
extremely traumatic. 


5. Use of a lay jury is undesirable. 
Methods of Admission 


There was general agreement in 
the group that admission to a mental 
hospital should be a medical matter, 
that doctors in charge of mental hos- 
pitals should have full authority over 
their hospital populations in matters 
of accepting, transferring within 
units, and discharging. But this as- 
sumption by psychiatrists is compli- 
cated by a welter of different state 
laws and judicial interpretations. 


In Maryland, admission may be 
made upon certification by two phy- 
sicians who have been in practice 
for five years, who are not related by 
blood or marriage to the patient, 
who are not members of the staff of 
the hospital to which the patient is 
to be admitted, and who state that 
this patient is insane and in need of 
hospital care. The law provides that 
the patient may request a hearing. 
The examination of the patient must 
be made separately by the two phy- 
sicians. In the suggestions for com- 
mitment laws drafted by the National 
Institute of Mental Health, it is pro- 
posed that the examination be made 
jointly by the two doctors. It was 
questioned whether this is desirable, 
since it might suggest, fallaciously, 
collusion in recommending commit- 
ment. 

In Massachusetts there is a ruling 
that a patient should be committed 
for a 40-day observation period be- 
fore a regular indefinite commitment 
is made. Four-fifths of the patients 
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either get well in this time or are so 
much better that they remain on a 
voluntary basis. This avoids the un- 
desirable sequel of their being ad- 
judicated “insane.” 

Hospitals should not be an exten- 
sion of prison system, it was agreed, 
yet another Massachusetts law has 
the unfortunate effect of making 
mental hospitals in essence exactly 
this in some instances. This results 
from cases which may be sent to a 
mental hospital for a determination 
of sanity, though the case may have 
been a felony or misdemeanor. Peo- 
ple may be detained for observation 
for up to 35 days. A similar law, 
allowing a judge to send an offender 
to a mental hospital for observation, 
is in effect in Maryland but is very 
seldom used. In Baltimore, in most 
instances a court clinic is used. In 
outlying districts, a physician repre- 
senting the Commissioner of Mental 
Hygiene makes most examinations 
and reports to the court. 

Who should be treated in the state 
hospital in order to preserve the 
function of the institution as a hos- 
pital? Drs. Rood and Rapaport em- 
phasized the superintendent should 
be consulted in making this determi- 
nation as “the person who receives 
the product of the decision.” A Cal- 
ifornia hospital for the criminally 
insane and sexual psychopaths cares 
for both psychotic and non-psychotic 
offenders. Though non-psychotic, psy- 
chopaths are convicted before they 
are sent to the hospital. Then the 
hospital determines whether they will 
respond to treatment. If not, offend- 
ers can be sent to the penitentiary. 

A somewhat similar process in 
Maryland is provided for under a 
“defective delinquency” statute. Fol- 
lowing a trial, a person may be sent 
for observation to a hospital. If found 
to be a defective delinquent under 
the definition of the statute, he is 
sentenced to institutional care. This 
institution has authority to transfer 
to the penitentiary. 


“Criminally Insane” 
Second-class Hospital Citizens 


Dr. Duval, who had described St. 
Elizabeths Hospital program at the 
last Institute, lamented the handling 
of the so-called criminally insane 
throughout the country. In most in- 
stances, he said, the state has one hos- 
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Commitment papers vary widely among the states in what and how much the 
certifying physician must attest to. Dr. Whatsisname (above) recounted some 
of the more curious requirements in the January 1958 MENTAL HOSPITALS. 


pital or one section of a hospital for 
this group. These patients are for- 
gotten people, and there is no treat- 
ment program for them. They are 
committed for an indefinite period, 
and there is no arrangement under 
the law for them to be transferred, 
subject to their improvement, within 
a hospital or to another state hos- 
pital. In the District of Columbia, 
where their criminal behavior is ad- 
judged a product of the mental dis- 
ease itself, a therapeutic program 
within the hospital, including trans- 
fer out of the security building, is 
leading to recoveries in this partic- 
ular group of patients. 

The Chairman agreed that the 
wording of the statute on this point 
was important. If it reads that the 
patient should be committed to a 
hospital, this gives the superintend- 
ent freedom to handle medical treat- 
ment as he sees best, including per- 
haps transfer to the civil division. 
Difficulty arises when a separate divi- 
sion or a particular hospital is spec- 
ified. 


Dr. Bush agreed that it was unde. 
sirable to have legal commitment 
the determinant of where a patient is 
to be treated. “Very often patients 
are committed to an institution where 
they do not belong,” he said. “We 
have seen patients admitted to hos 
pitals for mental defectives who were 
not defective. We have seen patients 
admitted to state hospitals for the 
mentally ill who are mentally de 
ficient, and sometimes there is no 
way these patients can be transferred 
to the proper institution without go 
ing through an entirely new legal 
procedure. I think the state depart 
ments, at least, should have the right 
to transfer patients when, in the 
opinion of the medical staff, they 
are wrongly placed.” 


The Voluntary Patient 


While it is generally agreed that 
voluntary admission of patients 
desirable, details of how such a pro 
gram should be carried out provoke 
controversy. There are some staté 
where a patient who has gone to the 
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hospital voluntarily and who notifies 
the superintendent that he wishes to 
leave is permitted to go in 48 hours. 
There are other states where it is 
legal to hold the voluntary patient 
for 60 days after he has served notice 
that he wishes to leave the hospital. 
Or, in some states, if a voluntary pa- 
tient wishes to leave the hospital and 
the staff feels that he is of danger to 
himself or others, commitment pro- 
cedures might be instituted. Some 
people feel that this is “not cricket,” 
that it destroys the confidence of the 
patient and the public. In Maryland, 
less than 10 per cent of the patients 
in mental hospitals had been court 
committed. 

Nine states have what is called 
“non-protested involuntary admis- 
sions.” In these states, a relative or 
friend can sign on behalf of the pa- 
tient if the patient does not overtly 
protest about entering the hospital. 

The desirability of voluntary ad- 
missions was debatable, it was sug- 
gested. “It is too much of a nuisance 
to have patients come in and stay 
only two or three days. We ought to 
be able to hold them longer.” Dr. 
Solomon took issue with this state- 
ment, saying that to base commit- 
ment laws on the convenience of the 
staff is a bad philosophy. In Vermont, 
voluntary patients are required to 
give five days’ notice in writing be- 
fore leaving against the advice of the 
medical staff, and this was reported 
to work very well. 


Emergency Commitment 


In the Maryland study, considera- 
tion is being given to recommenda- 
tions for emergency commitments. It 
might be possible to have only one 
physician, who has been in practice 
at least five years, make out an emer- 
gency commitment form. This would 
give authority for the patient to enter 
the hospital. In some states such a 
commitment gives the hospital au- 
thorities permission to hold the pa- 
tient 48 hours, or five to seven days, 
after which the regular commitment 
procedure must be gone through. 

In some states the patient can be 
taken directly to the hospital and a 
decision is made by one of the staff 
physicians of the hospital as to 
whether hospitalization is called for 
on an emergency basis. This was 
criticized as an undesirable practice, 


making the staff physician judge, 
jailer, and therapist. The desirability 
of having staff interns make decisions 
about emergency commitments was 
also called into question. In most in- 
stances, the law calls for a psychiatrist 
who has been practicing for at least 
five years. Yet the young interns may, 
in some cases, know more about psy- 
chiatry than psychiatrists who have 
been away from active practice for a 
long time. 


Commitment for Observation 


Dr. Guttmacher said that if com- 
mitment was on the certification of 
two physicians he questioned com- 
mitment for observation for a spec- 
ified time. As mentioned earlier, good 
results were reported from a proce- 
dure involving such a specified period 
in Massachusetts. Dr. Bush said he felt 
that any observation period should 
be made for a maximum of 45 to 60 
days. There should be a provision for 
the hospital to render a decision to 
the court sooner than this so the pa- 
tient could start treatment if treat- 
ment is needed. “Very often the law 
states or implies that during this pe- 
riod of observation no treatment can 
be given to the patient,” he said. 
“Now this means that a patient ad- 
mitted under an observation clause 
must stay the full period of time but 
this time is lost as far as treatment is 
concerned. Also, this is a great handi- 
cap to the hospital staff.” 

Civil Liberty 

Although he had never seen a pa- 
tient railroaded into the hospital, Dr. 
Guttmacher agreed, however, that 
this possibility presents a loophole 
which must be plugged. Dr. Wick 
said they have been attempting to 
change the commitment laws in Ari- 
zona for four years. The big stum- 
bling block has been a definition that 
will be admitted into court and at 
the same time preserve the rights of 
the individual. They came up with 
this compromise: “An individual may 
be admitted to the state hospital if 
he is mentally ill by medical certifica- 
tion or if he is liable to be dangerous 
to himself or others by court commit- 
ment.” This represented a compro- 
mise on the part of both the judges 
and attorneys to include the word 
“liable” so that it wasn’t always nec- 
essary for an individual to be consid- 
ered dangerous before he could be 


admitted to the hospital for treat- 
ment. 

In Virginia, there are actually two 
categories of patients in mental hos- 
pitals: the so-called mentally ill and 
the so-called insane. Commitment in 
itself is not an adjudication, and the 
mentally ill patients are not deprived 
of their civil rights. Court procedures 
calling for an adjudication of insan- 
ity are necessary only when it is nec- 
essary to appoint some liaison com- 
mittee or guardian to handle legal 
matters. 

Dr. Bush urged that mental health 
codes be specific in this matter of 
civil rights. In some states, if a pa- 
tient is committed under judicial ac- 
tion, his civil rights are automatically 
taken away. Very often the patient 
does not know this, may not discover 
it for some time after discharge. He 
questioned whether loss of civil rights 
should be a part of commitment pro- 
cedure, but if they are taken away 
patients should be given a clear state- 
ment of this during their discharge 
procedures, and told what had to be 
done to have their civil rights restored. 

In Vermont, the mental hospital 
patient does not automatically lose 
any of his civil rights. His license to 
practice medicine or drive a car or 
practice nursing are not automatical- 
ly taken away. They can be taken 
away if the department which han- 
dles such things chooses to do so, 
but it is not automatic. When the 
patient leaves the hospital, he may 
still drive a car. There is a technical 
quirk in this situation. When the car 
driver applies for a new license, he 
must state whether he has been in a 
mental hospital. Then the license 
may be questioned. Meanwhile he 
might have been driving eight or 
nine months under a license held 
when he left the hospital. 


Alcoholics 


There are 33 states that have legis- 
lation dealing with alcoholics. Thir- 
teen states and the District of Colum- 
bia provide for voluntary admission 
of alcoholics. Only four states require 
a physician’s certificate. Only in the 
District of Columbia is it mandatory 
that the patient who is alcoholic be 
followed up after discharge. Vermont 
requires a voluntary alcoholic patient 
in a state hospital to sign a statement 
agreeing to stay at least 30 days. 
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The Role of the 
PRIVATE PSYCHIATRIC HOSPITAL 


Private psychiatric hospitals have less than 3% of the total mental 
hospital beds, yet they account for more than 25% of the annual 
admissions to all mental hospitals. Improved communication be- 
tween public and private hospitals would provide prompt exchange 
of services and facilities, and forge one more link in the chain of 


community acceptance. 


Discussion Leader: PHILIP B. REED, M.D. Indiana 


RIVATE PSYCHIATRIC HOSPITALS have 
P less than three per cent of the 
mental hospital beds, yet they ac- 
count for 25% to 40%, of the annual 
admissions to all mental hospitals. 
The Central Inspection Board of 
the American Psychiatric Associa- 
tion, which has now inspected twen- 
ty-five private hospitals, finds that no 
two of them are alike. Every hospital 
is run according to the treatment 
program that the hospital feels is best 
for the patient. Even in the matter of 
cost to the patient there is wide var- 
iation. Daily rates vary from as low 
as $6.00 or $8.00 per day up to 
$50.00. Psychiatric fees for therapy 
may or may not be included in basic 
per diem rates. 

It is hard to evaluate a hospital’s 
usefulness in relation to the cost to 
the patient. There is actually a need 
for every type of private hospital. 
Some patients can pay for the more 
expensive treatment. Other patients 
in the middle and lower income 
groups who want to go to a private 
hospital can only afford one which 
costs less per day. 

Dr. Blain said something like 1.1 
million patients a year pass through 
the public mental hospitals. Between 
five hundred thousand and a million 
are accounted for in outpatient clin- 
ics. According to the A.P.A. study 
made by Dr. Bush, psychiatric pa- 
tients in general hospitals number 
approximately 300,000 yearly. The 
number of patients who see doctors 


on office visits for psychiatric care 
during the year has been estimated 
as between one million and a million 
and a half. These figures cover the 
gamut of service. 

Urging that not one of these types 
of care be allowed to disappear from 
the American scene, Dr. Blain said, 
“All of us have a stake in these dif- 
ferent kinds of services.” Psychia- 
trists should take an interest in pri- 
vate hospitals in their own localities. 

The status of the private hospital 
was brought painfully to the profes- 
sion’s attention recently by the clos- 
ing of two of the largest private, non- 
profit psychiatric hospitals in the 
country: Butler Hospital in Rhode 
Island and Norways Foundation in 
Indiana. 

Telling frankly of the difficulties 
at Norways, Dr. Reed, discussion lead- 
er, said he would be glad to give all 
the facts if they could provide any 
help to another hospital. 

Norways was founded in 1898 with 
10 beds, expanding to 69 by 1955. In 
staffing, there was continuous growth 
in the training program. A residency 
training program was started in 1946, 
and for 10 years had from | to 7 resi- 
dents a year. Affiliate programs for 
groups of student nurses numbering 
from 6 to 18 were started in 1947. In 
1952 psychiatric field work placement 
started. In 1956 the registered nurses 
on the staff comprised 33 per cent of 
the nursing personnel, an expansion 
from 3 per cent in 1940. Similarly, in 
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the treatment program, the hospital 
had a history of being the first in the 
state to use new methods of therapy. 

Why did this hospital close? A 
number of reasons have been ad- 
vanced. Cost of care was relatively 
high. Per diem rates were $28.50 ex- 
clusive of psychiatric fees; this com- 
pared with costs of $25.00 a day for 
general hospital care in the state. 

Hospital buildings were a hodge- 
podge, representing construction from 
1870 to 1946. Only one was fire re- 
sistant; this was unattractive. Recent- 
ly the hospital was included in the 
Indianapolis Hospital Development 
Association’s fund-raising effort for 
construction of a new 100-bed unit. 
Yet despite this community support, 
the hospital closed. 

Another factor was staff dissatisfac- 
tion in the area of professional train- 
ing. The residency training program 
became a burden on the visiting med- 
ical staff. When the program was in- 
itiated, staff psychiatrists agreed to 
give 30 minutes of instruction time 
for every hour the resident spent di- 
rectly with patients. It was difficult 
for them to keep this promise. A 
full-time clinical director and direc- 
tor of psychiatric education were 
brought in. These men were dynam- 
ically oriented, and some men of dif- 
fering philosophy were increasingly 
dissatisfied. 

More and more, hospitalization of 
the private psychiatric patient has 
been in a psychiatric unit of a city 
general hospital. Here the bulk of 
the treatment is simply electroshock. 
There is no occupational therapy pro- 
gram, no social service help, and no 
psychological consultation available 
except on a random basis. Patients 
in the psychiatric unit are visited on 
the same basis as in the rest of the 
hospital. The attitude is very permis- 
sive. While electroshock and tran- 
quilizers curtail the period of hos- 
pitalization, Dr. Reed questioned 
whether this was beneficial to the pa- 
tient in the long run. Often patients 
relapse, if symptoms are only sup 
pressed; a relatively high percentage 
of re-admissions has occurred. 

Dr. Reed offered the challenge that 
there is “no excuse for the private 
psychiatric hospital unless it aims to 
provide better care than can be pro 
vided in a public psychiatric hos 
pital.” Saying that no doubt the pub- 
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lic psychiatric hospital felt the con- 
verse statement should be made, he 
called for friendly competition on 
this point toward the common goal 
of providing better care. 


Problems Peculiar to 
Private Hospitals 


A competitive factor for the private 
psychiatric hospital, he said, is the 
increasing availability of psychia- 
trists. In Indianapolis, psychiatrists in 
private practice show wide permis- 
siveness in allowing non-psychiatrists 
to continue participation in treat- 
ment, both in office care and in the 
general hospital. This practice was 
discouraged at the Norways hospital. 
Here it was felt that the family phy- 
sician could better serve as the link 
with the family through social serv- 
ice. He was kept informed of diag- 
nostic evaluation and the treatment 
procedure. Any closer association 
with the case was viewed as having 
the potential of “too many cooks 
spoiling the broth.” 

The patient load at Norways had 
not dropped sharply when the hos- 
pital closed. Patient days in the in- 
stitution ranged from 10,234 in 1947, 
to 20,583 in 1953, to 20,449 last year. 
In other words, 1956 came within 
nine-tenths of one per cent of being 
the busiest year in the hospital’s 
history. 

Norways was a hospital that had a 
good future, was rendering excellent 
public service. It didn’t carry through. 
Why not? Dr. Reed disclaimed alibis. 
“But,” he said, “we were constantly 
moving toward the attainment of 
higher standards. We felt that an ac- 
credited psychiatric hospital was an 
absolute essential if we were to justify 
our existence. As these steps were 
made, the costs of care to the patient 
went up and up. How to keep these 
costs down and how to render good 
care is the psychiatric hospital ad- 
ministrator’s headache, whether it is 
a public or private hospital.” 

Dr. Blain cited the experience of 
Butler Hospital in Rhode Island. 
This private hospital also lost money 
and had to close. The American Psy- 
chiatric Association was called in to 
help get it re-established because of 
the impressive public demand for a 
continuation of its services—this in 
spite of there being a large state hos- 
pital in the same town! A local news- 
paper printed a form asking people 


to fill it in and return it if they were 
interested in the hospital’s services 
continuing. Literally thousands of 
people cut this from newspapers, 
signed it, and mailed it to the editor. 
With this type of public support it 
has been possible to re-open the hos- 
pital. Dr. Robert Hyde has been ap- 
pointed to devote part time to a 
residential unit and part time to an 
outpatient unit, which includes a 
day hospital. Local mental health ac- 
tivities, such as a Mental Hygiene 
Center and Child Guidance Clinic, 
are being located in the hospital’s 
buildings. Some research personnel 
from Brown University, including 
psychologists, are also working at the 
hospital. 

“I think it demonstrates that the 
people want all kinds of services,” 
Dr. Blain said. “They want public 
services, and they want them to be 
good. They also want the opportuni- 
ty to choose, to go to a private place 
sometimes if they want to. I certainly 
think this choice should be available. 


Dr. Tompkins of the Brattleboro 
Retreat, a private hospital in Ver- 
mont, believed that the need for the 
private hospital would increase great- 
ly in the future. “In my opinion we 
have to anticipate an increase in the 
population of the age group which 
is apt to develop psychoses,” he said. 
But, he conceded, the crisis of the 
present is another matter. The pri- 
vate hospital is hard hit by increasing 
costs due to inflation and also to the 
increasing number of psychiatric units 
opening in general hospitals. 

In general, private mental hos- 
pitals have gotten little support from 
the community. One reason for this 
is that their patients come from a 
wider area than the local community. 
The public reaction to the closing of 
Butler Hospital showed that there 
was really a reservoir of local good 
will that had not been tapped. Now 
we are beginning to see that the 
community is interested in the pri- 
vate hospital and that we can en- 
courage that interest, he said. 


Dr. Tompkins suggested two ven- 
tures he has started which could be 
adapted elsewhere to cement relation- 
ships between town and _ hospital. 
One, an auxiliary group for ladies, 
has gone far toward creating better 
understanding; so has the establish- 
ment of an outpatient clinic. 


Since the Retreat is serving a wide 
rural area of distances of 60 miles or 
more, Dr. Tompkins characterized 
the question of physicians in private 
practice coming into the hospital as 
academic. There just aren’t any other 
psychiatrists, and the hospital serves 
as a point of referral for the many 
doctors who have patients who need 
psychiatric care. 

But this controversial question 
raised by Dr. Reed was of much 
keener interest to psychiatrists in ur- 
ban areas. Dr. Simon said he was 
familiar with three entirely different 
approaches to this. One hospital has 
a closed staff; that is the patients are 
cared for by the staff of the hospital 
and outside psychiatrists have no part 
beyond the general courtesies that 
exist in the profession among phy- 
sicians. Another hospital has an open 
policy. Any physician can send his 
patients there and treat them as he 
sees fit. The other has a combination 
of the two types of practice. 


Legal Responsibilities & Open Staff 


Dr. Simon discussed the problems, 
from the administrator’s standpoint, 
of the hospital which allows the 
panel of physicians on its courtesy 
staff to continue to treat patients in 
psychotherapy. These patients par- 
ticipate in the full hospital program, 
including occupational therapy, activ- 
ity programs, and even, if the physi- 
cian prescribes it, somatic therapies. 
Of course one issue is the problem 
of legal responsibilities. Where do 
they lie? Who has them? And for 
what? Sound by-laws .are needed to 
clarify cooperative arrangements with 
the courtesy staff. 

Dr. Carrier described a_ private 
hospital operated with a closed staff. 
He compared it to the private prac- 
tice of psychiatry, with the difference 
that the hospital can care for acute 
cases. 


“I think one of the major functions 
of the private hospital is to provide 
care for your long-term schizophrenic 
or severe neurotic or phobic that 
won't go to the doctor’s office,” he 
said. And, he said, the physical set- 
ting of the private hospital makes it 
possible to provide recreational and 
occupational therapy that could not 
be offered by the psychiatric ward of 
a general hospital. 


THE FALLACY OF THE PER DIEM 


How can the legislature and the public be expected to evaluate our 
real financial needs unless we can give an honest cost accounting of 
our various services? There is need for a non-medical audit of all 


hospital services. 


Discussion Leader: JOHN J. BLASKO, M.D., Washington, D. C. 


OW MUCH does a state spend per 
H patient per day to care for some- 
one in a mental hospital? Widely used 
statistics are readily available to an- 
swer this question, arranged neatly in 
descending order from the first state, 
which spends the most, to the forty- 
eighth state, which spends the least. 
In the last report compiled, 1956, this 
amount ranged from $4.73 to $1.84. In 
the shorthand communication of those 
who deal in appropriations, it has be- 
come commonplace to refer to this 
per diem expenditure and a state’s 
position on this list. 


Stemming from a session at the 
last Mental Hospital Institute, this 
discussion explored some of the prob- 
lems the per diem (or per capita) 
figure presents. Views expressed 
ranged from the extreme, suggested 
by the topic title, that the figure is 
fallacious, to the more moderate view 
that it is inadequate. 


These figures have been published 
by the Council of State Governments, 
the Public Health Service’s National 
Institute of Mental Health, and most 
recently by the Joint Information 
Service of the American Psychiatric 
Association and National Association 
for Mental Health. (The J.LS. has 
included 1956 per diem figures in its 
Thirteen Indices: An Aid in Review- 
ing State Mental Health and Hospital 
Programs, published December 1957.) 

Perhaps the most radical suggestion 
made during the discussion was that 
per diem figures as such should not 
be published. But the consensus was 


that, rightly or wrongly, this is a 
statistic that has become so well 
known it cannot be quietly interred. 
But there was strong support for ef- 
forts to improve the basis on which 
per diem costs are reached. 


The discussion leader, Dr. Blasko, 
said that interest in the per diem 
should be focused on what we know 
is a needed treatment program for 
patients, not on mathematical abstrac- 
tions revolving around monetary sym- 
bols. As long as a great majority of 
hospitalized mentally ill patients are 
in tax-supported facilities, there will 
be a public demand for accurate ac- 
counting of the manner in which 
these public funds are spent. The 
pocketbook is the most sensitive part 
of the human anatomy. Most of us 
are aware of the direct relationship 
between money and standards of care 
and treatment. 


Accurate cost accounting systems 
would assist the public mental hospi- 
tal in obtaining additional funds to 
improve treatment programs. Today 
no hospital is able to fully apply 
existing knowledge of psychiatric 
treatment to all patients. 

But there are various reasons why 
the per diem figure alone should be 
taken with a grain of salt. Among 
the reasons posed by Dr. Blasko and 
the audience were: 


The exact cost of various elements 
that are usually included in per diem 
varies with almost every state govern- 
ment fiscal system. Many of the ele- 
ments of the state budget are defined 


Participants: Mr. Carl E. Applegate, Cal.; Charles K. Bush, M.D., Wash., 
D. C.; James O. Cromwell, M.D., Iowa; Dr. E. Cunningham Dax, Australia; 
Addison M. Duval, M.D., Wash., D. C.; Daniel Haffron, M.D., Ill.; Mr. 
James C. Hodges, Mich.; Granville L. Jones, M.D., Ark.; Mr. Robert H. 
Klein, Ill.; Mr. Robert W. King, Ind.; Mr. Edward F. Merten, IIl.; Mr. 
Conrad W. Peterson, Minn.; Lee G. Sewall, M.D., Maryland. 


specifically by statutes, and these stat- 
utes vary from state to state. 

Salary levels differ in the different 
states. This has to be taken into ac 
count when you compare costs. 


The hours in the work week differ 
in many states. There are still some 
states which have their attendants 
assigned on a 72-hour week. 

The cost of overtime pay varies. 
Some states give straight time, some 
equivalent time, some time-and-a-half, 

The interpretation of “capital ex- 
penditures” varies. Some states obtain 


. capital expenditures from bond issues 
_that are not part of ordinary operat- 


ing expenditures. 

Some operating costs, such as ex- 
penditures for fuel, vary drastically 
among states, depending on climatic 
conditions. 

Cost of operating a hospital may 
vary because clothing for patients is, 
or is not, furnished by the institution. 

Costs for personnel may vary, de- 
pending on whether quarters and 
maintenance are furnished. 

The effect of voluntary services, or 
patient services, is usually not reflect- 
ed in per diem figures. 

The variations between states re- 
garding special indigency provisions 
for patients are not considered. 

There is variation because costs of 
outpatient clinics and after-care in 
nursing homes, boarding homes, or 
foster homes sometimes are and some- 
times not charged to inpatient care. 

Some hospitals include research and 
training expenses in computing this 
cost and some do not. 

Judgments resulting from suits 
against a state for liability and mal- 
practice may or may not be included. 

Inflation is a factor which should 
be considered. 

The geographical value of the dol- 
lar is different in various sections of 
the country, that is, the costs of com- 
modities and services vary according 
te location of the hospital. 

In state to state comparisons, there 
is no uniformity in charging the cost 
of the central office and services in 
calculating per diem cost. 

You cannot compare hospitals pro- 
viding different types of service, but 
figures for a state may lump together 
statistics of hospitals for the mentally 
retarded, mentally ill, and criminally 
insane. 

Just as comparisons of the state 
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per diem figures may prove highly 
fallacious, so within a state per diem 
statistics may prove unreliable from 
hospital to hospital. A hospital pro- 
viding therapeutic care would be more 
expensive than one providing only 
custodial care. 

Even knowing that the figure is in- 
exact and a composite which may en- 
compass any or all of these discrepan- 
cies, it was acknowledged that use of 
some figure of comparison seemed in- 
evitable. Legislators are bound to 
raise questions such as: How much 
does it cost in neighboring states? 
Many states have a legislative research 
body which makes cross-comparisons 
among the states and reports to the 
legislature. Or a legislative group may 
be appointed to find out about the 
programs of other states. 


Are Comparisons Harmful? 


Since it has become standard oper- 
ating practice for a state’s rank in this 
list of per diem costs to be quoted 
as an index, it is interesting to con- 
sider the results of this comparison. 
For example, when Connecticut led 
the list in per diem expenditures, the 
attitude of the legislative and execu- 
tive offices to more expenditures was: 
“Hold your horses, You are tops in 
the country. Wait until the rest catch 
up.” 

“It depends on where you are on 
the totem pole,” said Dr. Haffron. He 
added that the attitude reported in 
Connecticut is typical in the upper 
half dozen states on the list, that there 
is some trepidation on the part of 
those states to call attention to their 
position. At the bottom of the totem 
pole, in the states with low per diem 
expenditure, it is different. Illinois, 
one of the richest states in the country, 
ranks low in expenditures for public 
welfare. Here the contrast is a weapon 
to use in seeking more support. 

Mr. Applegate of California, on the 
other hand, reported that the high 
per diem expenditure of such states 
as Connecticut and Kansas is useful 
information in dealing with the legis- 
lature because these states are doing a 
better job. That it is costing more 
money is incidental. Legislators are 
interested in the results. If the states 
spending more have an active treat- 
Ment program which is getting pa- 
tients well quicker, you can save 
Money on capital expenditures. Cali- 


fornia appropriated three and a quar- 
ter million dollars more than was 
asked for, predicated on the value of 
such an active treatment program. 


Establishing Comparable Indices 


What was called for, it was suggest- 
ed, was the establishment of unified 
accounting methods in the various 
states which would yield figures which 
would be comparable and useful. This 
would call for consideration of such 
questions as “What are significant 
factors in a performance standard?” 
and “What should be measured?” 


Similar suggestions have been ad- 
vanced previously at meetings with 
the Council of State Governments and 
a meeting of Hospital Administrators 
and Statisticians. at the National In- 
stitute of Mental Health. However, 
there were reports that neither seemed 
disposed to pursue the subject further 
unless more pressure is brought to 
bear. The sentiment was expressed 
that the National Institute of Mental 
Health might well spearhead a study 
of the question and formulate sugges- 
tions for a standard plan. 


From 70% to 80% of the budget 
dollar goes for salaries of employees. 
It was suggested that a common factor 
which might serve as a basis of com- 
parison was the hours of service by 
employees that are given to patients. 
This could be broken down into types 
of service, such as nursing service, 
psychiatric service, and other cate- 
gories. While this would not include 
20% to 30% of operating costs, it 
would be a step toward a unified sys- 
tem and one which would present 
valid comparisons. 


Not only is personnel cost a good 
index, but it is the place where budg- 
et cuts are most apt to fall, another 
participant pointed out. In a budget 
where 80% goes for personnel, the 
other 20% is likely to be composed 
of fixed costs that cannot vary. 

“In Idaho, I made a very careful 
study of the cost per day over a period 
of years for my own institution and 
for all other institutions in the state,” 
said Dr. Cromwell. “When my per 
diem began to be quite a little higher, 
I discovered that while the number 
of patients had not increased propor- 
tionately, the number of admissions 
had increased greatly. We were treat- 
ing far more patients in a year’s time, 


although we had very few more pa- 
tients in the hospital. Taking all these 
factors into consideration, we figured 
out the cost per patient under treat- 
ment. This showed that it actually 
cost less to treat a patient in my hos- 
pital than in other hospitals in the 
state, although my per diem was 
higher.” 

Another suggestion offered was that 
a logical comparison might be made 
of the cost of recovery per patient. 
In New Jersey a study was made 
comparing costs with a private hospi- 
tal in another state having extensive 
facilities and personnel. In the public 
hospital there was one employee for 
four patients, in the private hospital 
four employees for one patient. The 
costs per recovery proved to be the 
same for both, but the patients stayed 
for a number of years in the public 
hospital as compared to months in 
the private hospital. 


Cost of Patient Labor 


A tangential discussion, stemming 
from the question of including in the 
accounting the work done by patients, 
raised the question of whether using 
patients’ services was justified. Is this 
forced labor? Should patients be paid? 
Connecticut hospitals are permitted 
to pay patients up to $3.00 a week. 
New Jersey has a plan for paying 
patients. The program of the Veterans 
Administration for employing pa- 
tients was described. Here the primary 
consideration is that the work should 
be therapeutic. No new legislation 
was required for this program, since 
such a system was already used in the 
Administration’s Soldiers’ Homes. In 
the VA plan, the working patients 
are moved off the ward and live in 
separate quarters. In some hospitals, 
60 to 80 patients are working. In Cali- 
fornia state hospitals patients are not 
paid for work; only therapeutic jobs 
are encouraged, and every effort is 
made to use paid employees for hos- 
pital services. It was suggested that 
where pay for a patient’s work is cred- 
ited to pay for a patient’s care, prob- 
lems are raised if the work continues 
for any length of time. The main 
consideration should be that the job 
be therapeutic, and it is difficult to 
prove work done for a number of 
years is therapeutic, since it has not 
apparently led to the patient’s recov- 
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facilities quickly and at minimum cost. 
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Detention, to protect even the most violent patient, 
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a complete psychiatric window package combining 
Guard Screens with Fenestra Awning Windows. In 
non-psychiatric rooms Fenestra Awning Windows 
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treatment creates an attractive architectural appear- 
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For complete information, call your Fenestra Rep- 
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coupon below. 
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IMPROVED COMMUNICATIONS BETWEEN HOSPITAL STAFF AND 
ARCHITECTS AND CONTRACTORS 


Communication between hospital, architects and contractors has produced disappoint- 
ing results in the past. There must be mutual understanding of, on the one hand, the 
medical program, the patients’ needs for privacy, protection, sociability and comfort, 
and on the other, of limitations of space relationships, materials and costs. 


Discussion Leader: MR. CLARKSON HILL, Connecticut 


R. HILL opened the group session 
M by stating that the construction 
of psychiatric hospitals is a highly 
specialized field with particular need 
for communication between hospital 
management and general contractors 
because of the many problems specific 
to it. He pointed out that architects 
and contractors often know very little 
about operating a psychiatric facility; 
and very few hospital staff members 
have any training in the fine points 
of architecture. 

One of the main complaints of hos- 
pital administrators is that the con- 
tractor will approach with a set of 
blueprints—saying in effect, “This is 
the program.” The administrator 
rightly resents being expected to con- 
duct his hospital’s operation accord- 
ing to the architect’s plan. Better 
communication is established at the 
outset if the architect first tells the 
administrator what his plans are, and 
the blueprints grow out of further 
discussion. Moreover, it is not up to 
the architect to decide where equip- 
ment is to be placed. The people who 
will be using the equipment must 
make this decision and there must be 
an opportunity for them to discuss it 
with the architect. 

As an illustration of the importance 


of talking to all levels of personnel, 
Mr. Hill related an incident which 
occurred while he and an associate 
were inspecting a new kitchen. Every- 
thing seemed perfect and each piece 
of equipment beautifully planned, un- 
til they came to the end of the room 
where a pot-washer stood washing 
pots and pans by hand. They hadn’t 
talked to the pot-washers, and so had 
neglected to install a machine for this 
operation. 


The Contractors’ Needs 


Mr. Hill then introduced Mr. 
Huntington, who described his ex- 
perience with the Institute of Living. 
After some preliminary discussion 
with the staff of the Institute, the 
general contractors came to the con- 
clusion that they would have to know 
a lot of things about psychiatric wards 
if they were to produce satisfactory 
psychiatric buildings; and they would 
have to communicate their ideas to 
the management if the primary plans 
and the end result were to be satis- 
factory. Accordingly, informal talks 
were held with management, with 
doctors, with nurses, and with other 
people who would staff the buildings 
and use the equipment. Mr. Hunting- 
ton underlined the importance of 
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talking to everyone and of explaining 
so that it will be understood at all 
levels. 

He said his method is to come in 
with rough tracings which staff mem- 
bers can take home to study and 
mark up. Most people are hesitant to 
deface a blueprint whereas they will 
be quite at ease in making suggestions 
or corrections on a working drawing. 
There is a certain finality about a 
blueprint which does not lend itself 
to free suggestion. 

His first job at the Institute of Liv- 
ing was to take apart or tear down the 
older portion of one of the original 
buildings, which had been constructed 
in 1822, and convert the building so 
that it contained modern wards. The 
contractor's problem was how to gut 
the passage between the men’s and 
women’s areas and rebuild it while 
still retaining the patients’ privacy 
and allowing the wards to function. 
In order to be able to do this, not only 
the architect, but the general contrac- 
tor and the superintendent on the 
job had to be fully familiar with the 
day-to-day operation of a psychiatric 
ward. All of the foremen had to be 
instructed about security measures 
and the danger of leaving tools 
around. This involved a tremendous 
clean-up job each night. It also meant 
they had to be indoctrinated into the 
system of locks and keys. During this 
time, the general contractors worked 
very closely with the supervisor of 
nursing. The architect was at the hos- 
pital at least twice a week, and in con- 
stant communication with members 
of the staff at all times. 

Dr. Nagler commented that this was 
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certainly a learning experience for 
the general contractors as well as for 
the hospital staff. He pointed out that 
the architect had been fortunate in 
having the hospital staff on the 
grounds to consult with him. Probably 
this experience will be most helpful 
if he has to plan a psychiatric build- 
ing where his only contact is a Board 
of Trustees in a city remote from 
the hospital site. 

Dr. Moorhouse asked Mr. Hunting- 
ton how he captured the interest of 
the administration and medical staff. 
Mr. Huntington replied that in his 
initial meetings with staff members 
there were often heated arguments, 
but over a period of time a mutual 
tolerance and affection developed. Mr. 
Hill said he thought it extremely help- 
ful for the administrator to impress 
upon the staff at the outset that the 
architect is a professional man and 
temporarily a member of the staff of 
the hospital. 


Kitchen Facilities Discussed 


Dr. Nagler asked about kitchen in- 
stallations, commenting that this is 
a problem area in mental hospitals. 
He asked whether anyone would make 
any recommendations as to a system 
which psychiatric hospitals might 
adopt to expedite the preparation of 
food. 

Mr. Schultz said that his firm had 
worked very closely with a specialist 
in this area and had a Food Director 
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on its own staff. He stated that the 
kitchens in the Florida hospitals do 
not conform to a standard institution- 
al kitchen, inasmuch as there are 
some 25 separate dining units scat- 
tered throughout the premises. The 
problem is one of bulk distribution 
and traffic from sub-kitchens to the 
main food preparation center. 

Mr. King expressed his opinion that 
the critical point in the kitchen design 
is the difficulty in getting the pre- 
pared food to the patients. In many 
cases the saving accomplished by mass 
preparation is cancelled out by the 
trips back and forth to patient areas 
and the dividing into smaller quanti- 
ties for serving. 

Dr. Travis commented that it is 
wise and economical to consult a kit- 
chen layout specialist in connection 
with that particular area of the hospi- 
tal. He pointed out that it pays to 
have a food expert help design the 
kitchen and instruct the people who 
are to use the equipment, just as is 
done in hotels and restaurants. He 
described a volunteer group in Man- 
hattan whose members have given the 
benefit of years of experience in the 
food business to train personnel and 
patients to operate the hospital kitch- 
en efficiently and economically. 

Dr. Steck described the experiences 
of Illinois in dealing with the dietary 
sections of mental hospitals. He 
pointed out that the turnover in food 
workers is tremendous and makes 


efficient and economical operation ex- 
tremely difficult. However, he stated 
that Illinois has also found the use of 
volunteer executives very helpful in 
this respect and that costs are becom- 
ing lower each month as a result of 
volunteer help in training kitchen 
workers. He believes that patients 
can be trained just like other person- 
nel by people who are specialists in 
the field of kitchen management. This 
is particularly true if the patients have 
been around during the construction 
and are not confronted with new 
equipment which has not been ex- 
plained to them. He suggested that 
architects could use more salesman- 
ship to “sell” the staff on their ideas 
and give personnel their reasons for 
installing certain equipment. If the 
staff is given an opportunity to chan- 
nel, segregate, classify, discard and de- 
velop ideas, and avoid items which are 
not for the general good, an economi- 
cally sound construction plan will 
usually be the result. 

Dr. Steck feels that the auditors or 
those responsible for the financial op- 
eration of the hospital must also be 
included in the overall planning for 
construction. He also suggested that 
it saves time and trouble to provide 
staff members with color charts early 
in the planning stage so that their 
preferences may be considered when 
the time comes to choose final color 
schemes. 


How Much Staff Guidance? 


Dr. Tucker pointed out that there 
is a great deal of difference between 
having a knowledge of architecture 
and working out a set of plans. He 
contends that the staff needs only to 
give the architect the proper informa- 
tion to guide him in his own specialty. 

Mr. Johnstone described the system 
used at Danville, Kentucky. The ad- 
ministrator makes up detailed sheets 
on each building to be renovated and 
presents these lists to the senior archi- 
tect in the Division of Architecture. 
He in turn draws up some very rough 
plans which are taken to the depart- 
mental office. There the designer and 
the superintendent go over each de- 
sign and discuss it generally with the 
various personnel who are involved. 
Everyone is given an opportunity to 
make suggestions or corrections until 
a suitable plan is agreed upon. Many 
of these discussions include the bust 
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ness manager, the food administrator, 
nurses, and other personnel. Thus it 
is possible to arrive at a meeting of 
minds before the contract is let and 
the architectural design finally ap- 
proved. 

Dr. Steck commented at this point 
that the State Legislature in Illinois 
approves all final specifications before 
they can be sent to the contractors. 
Therefore all staff ideas and changes 
have to be incorporated in the speci- 
fications before they are sent to the 
Legislature. Each piece of equipment 
must be delineated and each expendi- 
ture justified and approved by the leg- 
islative body before construction can 
begin. 

Dr. Duval described the problems 
of construction at St. Elizabeths hospi- 
tal in Washington, D.C., where money 
for specific building programs is ap- 
propriated by Congress. Construction 
is continued until the appropriation 
is spent, when it ceases until more 
funds become available, which may 
take as long as two years. Dr. Duval 
said he favors architects who have 
given previous evidence that their 
costs will closely approximate their 
original estimates so that further ap- 
propriations will not be necessary. 

He also commented on the many 
requests he receives for “an estimate 
for the installation of a 100 bed re- 
ceiving unit”, without any details of 
how the building is going to be used 
or what type of construction is con- 
templated. He said there seems to be 
a general idea that there is a federal 
government design for schools, hospi- 
tals, and so on. 


Dr. Steck pointed out that a stand- 
ard design might have been possible 
some years ago, but now there are so 
many different types of buildings to 
choose from that the architect cannot 
draw up any specifications until the 
whole operation has been described 
to him and he can decide what type of 
structure is most suitable. 


Coordinated Control 
Saves Trouble and Expense 


In California, there is a department 
of architecture to supervise the over- 
all design and engineering of institu- 
tional buildings. The system is time- 
consuming in the early planning 
stages but saves trouble and expense 
in the long run. The department of 
architecture takes the responsibility 
for presenting the program to the hos- 
pital administration, thus giving staff 
members a chance to go over and sug- 
gest any changes or additions before 
the details of constructions are worked 
out. It is helpful to consult the people 
in the lower staff echelons so that they 
will feel they had a part in working 
out the design and will not be so apt 
to criticize or complain about the 
final plan. The architect can elicit 
more cooperation from these people 
than the staff can because they do not 
have to feel they are contradicting 
their superiors. 


Dr. Patterson stated that the pro- 
gram in Ohio is on a State level and 
the basic program is for the architect 
to go over the plans of the Board of 
Directors and study the project, but 
in working out details the architect 
confers with the medical staff and the 
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operating staff about the functioning 
of the various departments. 

Mr. Hill summed up the discussion, 
stating that the architect all by him- 
self cannot make up the design for a 
mental hospital. He can conceive a 
possible plan, but it has to be gone 
over with those concerned with the 
hospital operation in order to work 
out details of construction. 
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By PROFESSOR JAMES L. HAYES 
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MANAGEMENT PRINCIPLES 
Applied to the Mental Hospital 


The application of the principles of scientific management to the specific organization 
in the mental hospital including: communications; delegation of authority; lines of 
relationship; authoritarian versus democratic organization; interpersonal relations; 
need for organizational structure; job qualifications and training of supervisors. 


Discussion 


HIS SESSION started with a re- 
of the contention some- 
times voiced that “the mental hospi- 
tal program is the lengthened shadow 
of the superintendent.” 

In the uncensored debate which 
followed it was difficult to tell 
whether this adaptation of Emerson’s 
lofty sentiments to an institution was 
accepted with tongue-in-cheek. There 
was an implication that this shadow 
was not a noble figure but a pall. 

It was agreed that, under the pres- 
ent system, the superintendent is “the 
boss.” Therefore, said some, if man- 
agement principles are going to be 
applied to mental hospitals, the ap- 
plication must start with the superin- 
tendent. This led one delegate to as- 
sert that all management education 
must first reach the superintendent, 
and that management training semi- 
nars reaching any lower echelon of 
personnel were futile. Personnel 
might be convinced, but they were 
powerless to effect change unless they 
could first convince the superintend- 
ent. A superintendent said that in 
the long run all criticism crystallizes 
on the issue of his delegating author- 
ity. This he said he will do “up to 
the right of veto.” He must have the 
right to veto, he said, since he is the 
one held responsible. 

There was heated debate about the 
authoritarian structure of mental 
hospitals, and the comment, at one 
point, that there was confusion be- 
tween the words “authority” and “au- 
thoritarian.” Authority, it was con- 
tended, is needed; it includes the 


Leader: LEE G. SEWALL, M.D., Maryland 


process of intelligent delegation of 
that authority. Authoritarianism is 
dictatorship, and it is preferable to 
use this word and not confuse this 
concept with authority. 

But can you defend the manage- 
ment efficiency of mental hospitals 
vis-a-vis general hospitals? Have the 
mental hospitals lagged intolerably, 
and is the solution to change the 
structure of organization to some- 
thing more like that in general hos- 
pitals? This school of thought had its 
adherents, and its opponents, too. 

Leading off the discussion, Dr. Se- 
wall said that the successful adminis- 
trator does not attempt to play every 
instrument in the band. More than 
100 occupational services are needed 
for the operation of a large mental 
hospital, as compared with approxi- 
mately 40 in the largest industries. So 
it is essential for patient welfare, as 
well as for coordination of effort and 
maximum satisfaction of personnel, 
that there be a clean-cut differentia- 
tion in organizational responsibility 
and authority. Dr. Sewall continued: 

“Despite the resentment that al- 
ways accompanies hierarchical  sys- 
tems, the plain truth is that rational, 
competent administration demands 
the definition and maintenance of or- 
ganizationally purposeful authority 
patterns, identified in administrative 
terms as organizational structure. 

“Formal organization is essential 
because administrative activities do 
not occur in isolated systems. In a hos- 
pital, each organizational element is 
mutually dependent upon the effec- 
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tive, predictable function of other 
groups. For example, in writing or- 
ders for medication, the physician 
assumes that drugs have been pur- 
chased by the supply service, properly 
identified and dispensed for use by 
the pharmacy, and will be admin- 
istered as directed by the nurse. 

’ “Within this system, decision mak- 
ing and communication are the essen- 
tial functions of the executive. Many 
times, the most difficult administra- 
tive decision is to determine when it 
is administratively appropriate not 
to decide. 

“One of the nation’s most success 
ful executives limits administrative 
decision to those situations where the 
answer to a problem does not become 
apparent in group discussion. The 
hallmark of a mature administrator 
is acceptance of his own personal lim- 
itations and knowledge and _ willing- 
ness to use the expert opinions of in- 
formed associates. 

“Unfortunately, group discussion, 
as a preliminary to administrative ac- 
tion, has been labeled ‘group decision 
making, implying that the group 
rather than the executive is account- 
able for the consequence of this ad- 
ministrative process. Though _ this 
may be the intent of the timid ad- 
ministrator, organizational authority 
cannot be abdicated by this device. 
Within the area of specifically dele- 
gated administrative responsibility, 
accountability for group action cam- 
not be delegated. The validity of 
group discussion, as an administra 
tive instrument, is settled when it is 
mutually understood that sharing 
problems to rationalize administra 
tive authority does not imply the shar 
ing of accountability for the result 
of action. On the positive side, there 
is growth in the stature and compe 
tence of the executive who accepts the 
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unique contributions of the skills and 
knowledge of associates. There is 
also the administrative development 
of the members of the staff who are 
given Opportunity to participate in 
the formulation of such decisions. 
“Here the specter of ‘teamwork’ in 
administrative practice may well be 
laid to rest: Team function is one of 
the shibboleths of modern adminis- 
tration. Despite the fact that success- 
ful teamwork is rarely observed, lip 
service is generally devoted to the fal- 
lacious principle that ‘everyone 
should be in the act.’ Some executives 
question this procedure. Why sacri- 
fice the time of staff who have noth- 
ing to contribute in determining a 
course of action? Neither the chief 
nurse nor the chaplain can be ex- 
pected to express an informed opin- 
ion in regard to the quality of coal 
needed to fire the boilers. There are 
many other such examples. Adminis- 
trative decisions are best formulated 
when appropriate skills and knowl- 
edge are involved in the resolution of 
problems. Executive determination 
of the knowledge required to deter- 
mine an action is a fundamental right 
of administrative authority; the de- 
finitive use of the energy, time, and 
skills of associates for organizational 
purpose is an administrative obliga- 
tion. It is disturbing to morale to be 
required to participate in administra- 
tive conferences when personal con- 
tribution is not needed or wanted. 
For informational purposes, con- 
ference notes on the administrative 
decision reached can be published 
and circularized. Real teamwork is 
the purposeful use of relevant skills 
and knowledge in decision making.” 


Superintendents Must Lead Reforms 


An assistant superintendent took 
the floor to say that the persons who 
should be interested in such manage- 
ment principles, and in attending 
Management training courses, are the 
superintendents. He had attended 
such a training course. His complaint: 
“As an assistant superintendent I 
came back to my own hospital with 
some of these new tools and new ideas 
which I would have been most happy 
‘o put into application. But you have 
got to sell the superintendent on 
these ideas before you, an assistant 
superintendent, can speak or do any- 
thing. I think my own superintendent 


should have been the one to enter 
this course first, and then I should 
have gone second. It is very difficult 
for a second or third line manager 
to put new principles into operation 
in a hospital with all of the historical 
autocratic associations that we in 
America are used to seeing in our 
mental hospitals. I think modern 
management in our mental hospitals 
has to start with the superintendent.” 

Mr. Hodges said that both the 
superintendent of the hospital and 
his upper echelon staff people should 
receive broad management training 
before it can be effective at the first 
line supervisory level. Otherwise, 
when supervisors down the line try 
to apply these principles, manage- 
ment doesn’t understand what they 
are trying to do. 


But, coming recently to the mental 
hospital field from the broad area of 
public administration, he expressed 
puzzlement at the repeated conten- 
tion that this responsibility of the 
mental hospital superintendent was 
somehow “different” from the respon- 
sibility all administrators have. “I be- 
lieve,” he said, “that management 
principles as we broadly understand 
them have bypassed state hospitals.” 


He said he knew of no state agen- 
cies where the laws were not written 
the same way: “the director shall be 
responsible for this, the director shall 
be responsible for that.”” He had been 
amazed at the repeated assertion that 
“hospitals are autocratic.” He con- 
tinued that he did not see why they 
should be any more autocratic than 
the Department of Health, Depart- 
ment of Public Service, or whatever. 

Dr. Sewall protested that he was 
sure “authoritarianism” was an anach- 
ronism in our tradition and culture, 
and that there was a failure to dis- 
criminate between the meaning of 
“authority” and “authoritarianism.” 

Professor Hayes, who had given the 
Academic Lecture, on Management 
Principles, earlier in the day, suggested 
that this would be easier to under- 
stand if instead of the word “authori- 
tarian” you said “dictator.” To 
change from a dictatorship to an or- 
ganization where there is delegation 
of authority takes time. “It takes, first 
of all, a change in the top level man,” 
he said. He recommended a “slow 
conversion of the superintendent.” 
There are many ways of skinning a 


cat. He suggested that staff members 
try to change the authoritarian indi- 
vidual, the dictator, by gaining his 
partial acceptance of the most con- 
servative new principles. 
“Conducting a management sem- 
inar which superintendents only can 
attend might be effective,” he sug- 
gested. “When you say only, it is 
quite different from just having a 
seminar. If everybody attends a sem- 
inar, why should the superintendent 
do it? And no matter what the sem- 
inar determines, he can change it.” 


Top Man Has Authority and 
Responsibility 

In a more serious vein, Prof. Hayes 
discussed delegation of authority as 
a crucial example of why understand- 
ing of management principles must 
start with the superintendent. “If all 
of a sudden you people go back home 
and say, ‘We are changing the organi- 
zation of our outfit. Starting tomor- 
row, I am going to delegate a lot of 
jobs,’ you are going to have to sweep 
out a lot of bodies. When you change 
to delegation from no delegation, 
what are you going to find? You are 
going to get some mistakes that are 
real lulus. So your first impulse will 
be to say, ‘See what happens. This 
proves it. Cut it out.’ You can’t do 
that. Probably there will be mistakes 
in any change-over to an unknown 
system. So you will have to sustain 
your subordinates. But I maintain 
that at least half of you people can 
go back and start some sort of formal- 
ized acceptance of management prin- 
ciples by your employees.” 

In a discourse on the whys and 
wherefores of delegation of authority 
he said: “I feel that the first thing we 
have to get clear in our minds is that 
authority and responsibility are con- 
centrated always on a top man. Per- 
haps the question is whether the top 
man is big enough to realize that he 
can do a better job running an in- 
stitution with this authority through 
the process of delegation. Delegation 
is an instrument for maintaining or 
establishing the full realization of his 
authority, because no man who is an 
autocrat ever uses his authority ef- 
fectively. He is too busy being an 
autocrat. 

“The real trick of delegating duties 
is good hiring. When you are hiring 
a man, you will find that you ap- 
proach this in a different vein if you 
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think: “Chis man is going to take over 
a creative responsibility for which I, 
too, will be responsible.’ I have seen 
young man after young man go 
through a very good learning experi- 
ence. That is hiring his first secretary. 
I maintain that he hires a piece of 
furniture. It is the second secretary 
he hires who can take shorthand and 
type. The fact is, in the first instance 
he has not acquired a sense of dele- 
gation. He has forgotten that while 
he may see pretty furniture, he is not 
going to be able to get the work done 
unless he does it himself. It is after 
he has lived with this situation a 
while, particularly to an age where he 
needs glasses, that he is ready to dele- 
gate to a good secretary much of the 
clerical work which he has been do- 
ing.” 

In a discussion of what should be 
delegated, it was suggested that you 
delegate the things you have been 
trying to get out of doing for a long 
time. This, said Prof. Hayes, is the as- 
sumption that you have a fall guy. 
You say, “Look, I will take care of the 
health end of this thing and you take 
care of the budget. You just tell me 
how we stand once in a while.” This 
is exactly the wrong thing to do! 


_ Delegate What You Like Best! 


“Delegate the thing that you like 
best,” he advised. “Then you can 
smell when something is going wrong. 
You :won’t need formalized controls 
to keep it under your wing. You 
might get a promising young psy- 
chiatrist as your assistant superin- 
tendent. You can delegate much of 
the psychiatric service to him, while 
you wrestle with the budget.” 

Following this advice, he predicted, 
would give the superintendent a new 
appreciation of the importance of 
such things as cost accounting and 
budgeting procedures. 

The good administrator, he had 
read someplace, is the man who has 
an organization in which all the other 
people think they are responsible for 
its operation! In other words, he is 
the man who is keeping it going, but 
all the other people feel they are the 
ones making it go. 

All very well, said the superin- 
tendent of an eastern hospital, but 
how do you cope with a situation 
where a line officer is unwilling to 
take the responsibility delegated to 
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him? “I think this is quite a prob- 
lem in many of our hospitals, where 
tenure prevents our stepping in and 
removing a person,” he said. 

The administrative expert was non- 
plussed for a moment at the prospect 
of an administrative structure where, 
under certain circumstances, people 
could not be removed from a job. 
“There are some things in administra- 
tion about which I think the adminis- 
trator must be quite firm; one is that 
when a person will not accept respon- 
sibility he should be removed,” he 
said. “Now you have posed something 
else there: tenure!” Amidst the laugh- 
ter of a group accustomed to contend- 
ing with the rules of civil service, he 
conceded he would rather advise on 
how to start a mental hospital from 
scratch than how to deal with prob- 
lems of inherited personnel! Facing 
the realities of the situation, however, 
he suggested that when you have such 
a person (with many years of experi- 
ence in the organization) who will 
not accept responsibility, and yet you 
have to “live him out” you should 
make an attempt to change the 
organizational chart and give him 
responsibility in a staff position. Then 
you could use his competence as an 
advisor to someone else, who would 
assume the responsibilities of a line 
position. Alternatively, you may be 
able to challenge him in a new area 
of activity. In this way, you match the 
man to responsibilities which he will 
accept. 

This discussion of how authority 
should seep downward was thrown in 
reverse by a former hospital man with 
a plea of “pity the poor superintend- 
ent.” He pictured him as a lonely 
man at the top, who was hounded to 
maintain communications downward, 
but who really suffered because of a 
failure of communications upward. 
He wondered what mysterious means 
were devised to keep certain things 
secret from the chief. “I am sure we 
have all been in the situation of sud- 
denly discovering that there is one 
vital item of information that every- 
body in the hospital knows, including 
the patients and all the attendants 
and all the medical staff, except the 
chief of the service and the superin- 
tendent,” he complained. Some day, 
he added, he hoped to solve the puzzle 
of how this secrecy was accomplished. 
“You can always communicate down- 


ward by writing an order,” he con 
cluded, “but to get the information 
on which to base the order is often 
difficult.” 

There was also a pro and con dis 
cussion of whether top personnel 
should have an open door policy, 
making themselves available to per- 
sonnel anywhere down the line. 
While there were some things to com 
mend this, it was pointed out that 
organizational snarls might result. 
There would be the case of the excited 
employee who barges in with a per 
sonal crisis calling him home. The 
chief consulted might give him per 
mission to depart at once. And, as an 
aftermath, there would be the line 
supervisor who didn’t know the em 
ployee had gone. This pointed up the 
importance of a chief who, while 
maintaining such a _ policy, also 
recognizes his responsibility to bring 
the immediate supervisor into the 
picture. 


Short-term Management Courses? 


Inservice training in the busines 
management area is being developed 
in Michigan, which is facing the fact 
that some of their key people will be 
reaching retirement soon. In an effort 
to underpin their staff in beginning 
positions, they have worked out a 
training program, with the coopera 
tion of the Civil Service Commission 
and university leaders, in institutional 
management, public administration, 
and business management. Trainee 
positions, with a salary of $4,800 have 
been set up. These young people will 
be trained on the job for a year, and 
then will be given a Civil Service ex 
amination. From this squad, they 
hope to develop future assistant bust 
ness managers, and, eventually, busi 
ness managers. 

Some protest was voiced that pres 
ent training courses in hospital ad 
ministration are impractical as further 
training for men now on the firing 
line, because they cannot be away 
from their job for a period as long 4 
six months. The plea was made for 
short-term, refresher courses. A show 
of hands produced support from the 
audience for further exploration 
possibilities for such brief, intensivt 
courses in management. 

Attacking the entire organizational 
structure for caring for the mentally 
ill in this country, Dr. Tarumiam 
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called for a revolution. In the pre- 

ed statement which follows, he be- 
labored psychiatrists responsible for 
mental hospitals for failing to match 
the progress that has been made in 
general hospitals: 


Present Organization is Obsolete 


“The present structure of the 
organization for the care and treat- 
ment of mentally ill in this country is 
obsolete in comparison with the care 
and treatment of the physically ill. 
The general hospitals have established 
a philosophy of intensive, high quality 
treatment and care for the acute phys- 
ically ill—with such success that the 
average hospital stay has been reduced 
to eight or nine days at an approxi- 
mate cost of $24.00 per diem. This has 
been accomplished in part by estab- 
lishing separate facilities for the care 
of the chronically ill, and concentrat- 
ing intensive care and treatment serv- 
ices in general hospitals. 

“We who are responsible for the 
care and treatment of the mentally ill, 
on the other hand, have maintained 
for over 100 years that all such pa- 
tients should be treated in the same 
institution, and have designated such 
places as hospitals for the mentally 
ill. In so doing, we have created cities 
within cities, with populations of up 
to 15,000 patients, where we continue 
to give this kind of care because we 
lack the courage to acknowledge our 
past mistakes and take the necessary 
step forward to change the present 
hospital structure. 

“Instead, each year we have come 
out with a new panacea for relieving 
this situation. This year, it is the open 
type of hospital, a philosophy which 
has had wide acceptance for over 70 
years. 

“I am one hundred per cent for 
open ward service, but this has not 
been and never will be the complete 
answer to our problem. 

“I propose that we become fearless, 
a those in charge of general hospitals 
have been, and separate services for 
recoverable mentally ill patients from 
those for the chronically ill by estab- 
lishing small hospitals of from 100 to 
500 bed capacity for individual, in- 
tensive, coordinated treatment. These 
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hospitals should be located through- 
out the country so that these services 
would be available to every com- 
munity. 


“It is true that the initial cost of 
establishing such hospitals would be 
extremely high, but this will be com- 
pensated for eventually by the in- 
creased tax revenue from patients re- 
turned to the community, able to 
work and earn income. In doing this, 
we will also be able to offer better 
organized services to the patient re- 
quiring continuous treatment. 


“It behooves the federal and state 
governments, with the assistance of 
various insurance organizations, Blue 
Cross, etc., to begin to prepare a 
master plan for such a revolutionary 
change in the structure of the care 
and treatment of the mentally ill. 

“I further propose that we request 
the American Psychiatric Association 
to assume the responsibility of calling 
a special meeting of Mental Health 
Authorities of each state, of the fed- 
eral government, and the pertinent 
insurance interests to discuss the 
above proposal. 

“In conclusion, I want to emphasize 
that the continued dilution of the 
available resources for the treatment 
and care of the mentally ill as now 
practiced is not only inefficient and 
indefensible as a means of rationing 
present resources but gives a false pic- 
ture of the true cost of the psychiatric 
care of the acutely mentally ill. 

“Finally, steps must be taken to in- 
form the general public of the logic 
of and necessity for this division of 
services.” 


“Pyramid of Authority” Prevails 


Dr. Solomon, rose to the defense of 
“the poor superintendent.” He dis- 
agreed that he, rather than the as- 
sistant superintendent, should attend 
management courses, saying the 
changes he might initiate would just 
be a matter of “everyone dancing to 
his tune.” Turning to the comparison 
of mental hospitals and the general 
hospital, he enlarged on the descrip- 
tion of the organizational differences: 

“It has already been pointed out, 
with a good deal of emotion, that the 
structure of administration in the 
state mental hospital is a pyramid, 
headed up by one individual. This is 
entirely different from general hos- 
pitals. There the medical director, di- 
rector, manager, superintendent— 
whatever the title used—is more or 
less a middleman between the medi- 
cal staff, on the one hand, and the 


trustees, the board of directors, on 
the other. 


“I took occasion to spend an hour 
with one of my colleagues who is a 
medical director of a large general 
hospital last week. His complaints 
were that he was in the middle, that 
he had responsibility without author- 
ity. And he wanted more authority. 
But the structure of the general hos- 
pital, as you know, is that almost 
everywhere the medical staff, con- 
sisting of the chiefs of various de- 
partments (medicine, surgery, roent- 
genology, and so on), are the policy 
setters. They are the race horses. They 
are the prima donnas. And if a super- 
intendent can’t get along with his race 
horses, he gets out. Because you can't 
run the hospital without the great 
surgeon. You can’t run it without the 
chief of medicine, who brings patients 
into the private ward and keeps the 
place going. These are the important 
people.” 

Dr. Solomon went on to say that 
nowhere does such a system prevail in 
our mental hospitals. He said he had 
tried to establish it in his organization, 
that he had very able prima donnas, 
but there is a point at which the 
theoretical idea bogs down in practice, 
simply because he can veto any sug- 
gestion that is made. His superiors ex- 
pect that he will be responsible, so if 
a suggestion doesn’t look good he feels 
that he cannot permit it. 

This would not be true in a general 
hospital. But in the mental hospital, 
the superintendent has control of the 
purse strings. He urged that major 
department heads in mental hospitals 
—medical, social work, nursing, and 
so on—should have the authority to 
formulate policies. But as long as the 
superintendent has the present ac- 
countability to his superiors, there is 
no practical way to effect this. So any 
change in this direction is, in the long 
run, “the job of the people who are 
going to support the institution.” Dr. 
Solomon said he, personally, would 
like to see such a policy go into effect 
in the mental hospital system. 

Summing up the stimulating con- 
versation, Dr. Sewall found one point 
of common agreement in the con- 
troversy: The ultimate aim of ad- 
ministrative action in a_ psychiatric 
hospital is to provide a framework for 
the successful return of the mentally 
ill patient to community living. 
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Administration of Residential Units for Children 


Discussion of the need for specially trained flexible and tolerant personnel; 
methods of establishing liaison with community services; and types of plant, 
its location and the costs of such a unit. 


Discussion Leader: THADDEUS P. KRUSH, M.D., Nebraska 


F OR APPROXIMATELY the past twenty- 
five years the youngest adminis- 
trative offspring of psychiatry, the 
residential unit for mentally ill chil- 
dren, has, like Topsy, just “growed.” 
In October, 1956, some of the grow- 
ing pains of this polymorphous 
youngster were recounted, recorded, 
and consolidated at a conference on 
the subject held under the auspices 
of the American Psychiatric Associa- 
tion and the American Academy of 
Child Psychiatry under a grant from 
the National Institute of Mental 
Health. The findings of the confer- 
ence were condensed in a book, “Psy- 
chiatric Inpatient Treatment of 
Children.” (Published in November, 
1957, and now available from the 
American Psychiatric Association, 194 
pages, $3.50.) 

Dr. Krush, who had participated in 
this conference and read the galley 
proof of the volume, summarized 
some of the findings as a springboard 
for discussion. 

Mental illness in children exhibits 
a sufficient variety, degree, and prev- 
alence to warrant specialized treat- 
ment facilities. Children are some- 
times sent to units because they are 
too aggressive or self-destructive. Oth- 
ers are sent because the home is too 


disturbed for their treatment there, 
or because diagnostic procedures are 
needed. 

Traditionally and practically, seri- 
ous diseases are studied and treated 
by physicians in a unit known as a 
hospital. 

There are significant numbers of 
mentally ill children needing such 
treatment. 

Since children are growing, chang- 
ing beings, some consideration needs 
to be given the age range being con- 
sidered. A useful segmentation might 
be: pre-school, from birth to five 
years; pre-adolescent, from six to 
twelve years; adolescent, from twelve 
to sixteen-plus years. It should be 
recognized that there are exceptions 
to any time line drawn. 

The problems of treatment of men- 
tally ill children constitute a unique- 
ly different situation from previous 
pediatric or psychiatric experience 
and warrant specialization and ex- 
perimentation, with staff departing 
from previous practice. 

Administrative responsibility and 
authority for the unit must be vested 
in one person, the director. The di- 
rector’s administrative responsibili- 
ties have been summarized as: to 
work with sponsors or board of direc- 


Participants: Frederick C. Badt, M.D., Ohio; Howard V. Bair, M.D., Kan.; 
Mr. Robert Barrie, N. Y.; R. E. Bartman, M.D., Kan.; R. W. Bauer, M.D., 
Ind.; Anne W. Becker, M.D., Mich.; Mr. Bernard, Ohio; James O. Crom- 
well, M.D., Iowa; Dr. E. Cunningham Dax, Australia; Miss Henrietia B. 
DeWitt, Md.; Mr. Harry N. Dorsey, Pa.; Kenneth D. Gaver, M.D., Ore.; 
Mr. Mike Gorman, Wash., D. C.; Mr. Kenneth G. Kerr, Mich.; Margaret 
A. Kennard, M.D., Wash.; Mr. Robert E. Lanier, IIll.; Maurice W. Laufer, 
M.D., R. I.; Mr. Jacques LeRoy, Ind.; A. H. Parker, Ph.D., Ore.; Hyman 
Pleasure, M.D., N. Y.; Alfred M. Stanley, M.D., N. Y.; Charles Waltner, 
M.D., Ohio; Martin Weinberg, M.D., N. J. 
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tors in defining the center’s program 
and in making recommendations for 
policy changes as needed; to partic 
pate in the administrative functions 
of the parent organization and to be 
identified with its goals; to establish 


-personnel practices or maintain those 


of the parent institution; to direc 
and coordinate the budget, mainte 
nance, and general management of 
the institution; to insure the main. 
tenance of good standards of service, 
training, and research through coord- 
ination of administrative and clinical 
activities; to cultivate good commu 
nity relations. 


Director Must be Easily Available 


In addition, it would appear that 
the director’s main functions are t 
make himself easily available to all 
staff members, relieving them of anxi: 
ety accruing from their jobs so that 
they can perform satisfactorily; to en 
tertain contrary opinions and actions 
as far as possible, and ultimately to 
lead the staff by defining short and 
long term goals. 

The anxieties of personnel are fre- 
quently a re-enactment of the indi 
vidual’s conflicts as a child, Dr. Krush 
added parenthetically, and what i 
often involved is undoing long-held 
attitudes. “Perhaps this could bk 
phrased in another way,” he said 
“There is no field which has mor 
experts than child psychiatry, because 
everybody has been a child at least 
once.” 

At this time there is sufficient vari 
ation in mental diseases to warrant! 
range of children’s units from those 


which might be categorized as “al 

purpose” to those which deal onl! 

with “specific problems.” 
Something has been said in th 
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book on the community setting, on 
existing needs, on the physical set- 
ting (that is, the plant) and plant 
financing and administration, on ad- 
ministration and personnel, on the 
treatment program, and on research. 

For purposes of discussion, Dr. 
Krush suggested the definition of a 
residential treatment unit should be: 
a psychiatric hospital for children. 
He did this to underscore his con- 
tention that “the individual who 
comes for treatment at such a unit 
is mentally sick and that this finding 
has been made by a physician and his 
staff.” 

Opposition to this point of view 
was expressed by Dr. Maurice Laufer 
of Rhode Island. Residential treat- 
ment centers do exist which are not 
hospitals, he said. It is possible to 
have both a hospital and a residential 
treatment center, but the two are not 
necessarily the same. One does not 
mean the other. One question would 
be: What do you mean by “mentally 
ill?” “If you mean psychotic,” he said, 
“certainly the majority of children 
referred to residential treatment cen- 
ters are not psychotic.” 

Dr. Krush conceded it was difficult 
to define the mentally ill child, but 
an over-simplified way of stating it 
might be to say “a child who is re- 
peatedly unable to resolve his prob- 
lems.” An example would be the girl 


who runs away, who may be placed 
in twenty or thirty foster homes. It 
takes into account the malicious de- 
struction of property and person, such 
as we find in aggressive youngsters. 
It also takes into account various 
neurotic and psychosomatic disord- 
ers. Based on his experience, he felt 
that less than 25% would be classified 
as psychotic. 

Dr. Laufer said he doubted anyone 
really knows what a residential treat- 
ment home is because it hasn’t as yet 
been achieved. It is easier to say what 
it isn’t than what it is. Residential 
treatment is not individual psycho- 
therapy. If a child only needs psycho- 
therapy, he could in most cases be 
dealt with in another kind of setting, 
generally on an outpatient basis. It 
isn’t congregate living, as such, either. 
If that is all a child needs, he can 
be at a children’s village or similar 
institution. A residential treatment 
home is a masterly interpenetration 
of these two for a common goal: im- 
proving the child. Absolute reverence 
must be given to the group life, 
which is planned, organized, and 
guided in a way to make the children 
better. The group life has to be 
stable. Things have to revolve around 
it. The people who operate the group 
life of the children have to be the 
most important personnel of the in- 
stitution in the point of view of the 
director as well as the senior staff. 

He cited the personnel manage- 
ment of such an institution as being, 
at the same time, crucially important 
and nebulous in definition of area of 
responsibility. You have both pro- 
fessionals and non-professionals, he 
said, and each one is trying to stake 
out a claim in the matter. You have 


people trained to work with individ- 
uals and others trained to work with 
groups. All have to work together to 
help the children. “If you have some- 
thing organized primarily as _ the 
adult psychiatric hospital ordinarily 
is,” he said, “even if it is for children, 
I don’t think it is a residential treat- 
ment center.” 

Agreeing that it defied definition, 
Dr. Krush said it was apparent that 
he and Dr. Laufer represented dif- 
ferent viewpoints in this field since 
Dr. Laufer came to it from pediatrics 
and he from adult psychiatry. Others 
might have had experience in out- 
patient psychiatric work with chil- 
dren. Certainly though the group is 
used therapeutically, he said, the 
things which we characteristically 
think of as the tools of medicine are 
also used. In other words, the situa- 
tion is so complex medically that a 
physician either has to be in a con- 
trolling consultative capacity or has 
to have the responsibility for the 
unit. 

The discussion turned to where 
residential units should be located. 
Dr. Gaver said they were considering 
four possibilities in Oregon. One 
would be at the metropolitan med- 
ical school; another at a mental hos- 
pital near the metropolitan area. The 
other two possibilities would be in 
the state’s capital, either at the home 
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for retarded children and adults, or 
at a state hospital. 


Objection was raised to locating 
a unit at an adult mental hospital 
because of the stigma attached. The 
problem of “stigma” will dissolve if 
you do a good job, Dr. Kennard re- 
plied. She described a unit set up at 
a state hospital in a far from ideal 
physical setting. But with a staff of 
psychiatrists, psychologists, and social 
workers, along with pre-clinical fa- 
cilities, 186 children were cared for 
in fourteen months. At first we heard 
kids saying, “What are you going to 
do to me? This ain’t no place for 
me,” she said. Now this has changed. 
There isn’t any stigma any more. The 
parents, schools, and social agencies, 
as well as the children, feel an en- 
tirely new relationship has been es- 
tablished. 


Location of Unit Controversial 


In Baltimore, Maryland, consider- 
ation is being given to putting a new 
residential unit on the grounds of the 
institution for the mentally retarded. 

Another suggestion about location 
was construction near a college where 
child workers, social work students, 
and teachers would be available. This 
would provide training for group 
work personnel. 


Dr. Pleasure said the objective 
should be to fit these children for 
family living and life in the commu- 
nity. “How are you going to do that 
if the child is hundreds of miles away 
from his family?” he queried. He said 
the residential units should be lo- 
cated in centers of population. Here, 
he said, you can work with the fam- 
ilies, recruit staff more easily, and 
have affiliations with a state hospital 
or a medical school. 

Dr. Krush offered the suggestion 
that “the shortest line of communica- 
tion” should be the gauge. By this he 
meant the place providing the short- 
est distance to all these points men- 
tioned as essential: family, personnel, 
and medical affiliations. 

Institute members coming from 
large cities agreed that many sugges- 
tions might, indeed, be ideal, but 
housed in skyscrapers they operated 
children’s units surrounded by con- 
crete rather than dirt, grass, and 
trees. Others said while ideal sur- 
roundings might be postulated in a 
report, they were faced with using 
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undesirable quarters in an adult hos- 
pital. Built for adults, these wards 
may not withstand the assaults the 
children make upon them. Or it may 
be necessary to house the children 
with the adults, with no separate 
facilities. 

Perhaps the idea of separate units 
for children, separated from adult 
psychiatric wards, is wrong. Perhaps 
there are therapeutic advantages in 
intermingling of adults and children. 
The practice in English mental hos- 
pitals of treating children with adults 
was cited. But this may be possible 
in England because all their person- 
nel are better trained in group treat- 
ment, it was suggested. 

The top number of children who 
might be accommodated in a residen- 
tial unit was suggested as sixty by 
Dr. Krush. An Illinois discussant, 
Mr. Lanier, said they were consider- 
ing a 700 bed children’s hospital in 
the Chicago area, though they had 
had many adverse comments about 
the advisability of such a large size. 

“Whom are we trying to treat? Are 
we trying to treat everybody who is 
sent to us? Or do we know with some 
degree of specificity when we may 
succeed? Do we actually have a body 
of knowledge of mental disorders 
which are treatable?” The chairman 
asked these questions. He said a com- 
mittee of the Conference had ex- 
pressed concern that there is no ade- 
quate classification of children, simp- 
ly a use of the American Psychiatric 
Association’s terminology, which is 
not always applicable. One of the 
Conference recommendations was 
that a suitable classification system 
for mental diseases of children should 
be developed, and that studies be 
made of prevalence of mentally ill 
children in the population. 

Information about prevalence is 
needed in establishing the need for a 
new center. “Psychiatric Inpatient 
Treatment of Children,” the Con- 
ference report, contains a discussion 
of this and references to a study made 
in Rhode Island. 

Three large categories were de- 
scribed by Dr. Cromwell as compris- 
ing the main group of mentally ill 
children at his hospital: The very 
sick, autistic children, numbering 
fifteen. A group of about thirty boys 
and ten girls diagnosed as aggressive 
but controllable. The balance of the 


children, forty-five, are in various 
adult units throughout the hospital, 


Information even more urgently 
needed to establish a new center is 
an estimate of the percentage of ap. 
plicants who should be admitted. A 
rough estimate was given that ninety 
per cent or better of all children 
needing psychiatric care can be han- 
dled on an outpatient basis. 

In the area of staffing residential 
treatment units, problems included 
getting personnel with an _ under- 
standing of the special problems of 
destructiveness posed by these chil 
dren; inability to find trained child 
group workers; and how inservice 
training can be carried out by super- 
visory personnel. 

An optimistic viewpoint was that 
presented by Dr. Waltner. He said he 
felt there was some prestige, partic- 
ularly among nurses and attendants, 
in being transferred to the children’s 
service. For one thing, the doctors 
and other professional people are 
spending much more time on this 
service. This makes the other per- 
sonnel feel they are in a privileged 
position when they are assigned there. 
The chairman took a somewhat cyn- 
ical view of this sanguine outlook. 
“You keep your fantasies and I'll 
keep mine,” he said. 


Adequate Personnel Primary Need 


“I think the most important thing 
before you open a children’s unit is 
to be sure that you have enough per- 
sonnel to take care of it, not only 
psychiatrists and psychologists, but 
especially attendants,” said Dr. Badt. 
You have to fight every inch of the 
way to get the help you need, it was 
agreed. 

The importance of adequate phys 
ical facilities as an incentive in per 
suading personnel to work at a hos 
pital came up several times in the 
discussion. Dr. Krush went further. 
He asked and answered the conun- 
drum: How can you build buildings 
which create staff? He recounted how 
for six years in Massachusetts he had 
only one teacher for 160 of the most 
disturbed children in a_ hospital. 
When a new building was contem- 
plated, he told the architect to put in 
four classrooms. Then he got five 
teachers. He cited this as a classic 
example, too, of the relationship of 
buildings to personnel. 
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How the Social Group Worker 


Makes Institutional Life More Therapeutic 


By working directly with patients and relatives, he helps individuals and groups to 
make use of social group experiences as part of their therapeutic program and in 
preparation for return to the community. He serves as staff consultant «n problems 
relating to institutional group living. What specific skills and knowledge does he use? 


Discussion Leader: 


OCIAL GROUP WORK is a comparative 
. newcomer to hospitals, and to psy- 
chiatric hospitals in particular, said 
Mr. Fisher. Its practice is limited to 
a very small number of psychiatric 
hospitals or units in the country. The 
trained group worker, like the case 
worker, is a trained social worker; the 
courses that each takes, except for the 
practical classes in group work and 
case work, are identical, and in most 
schools of social work each takes at 
least one semester of the other. The 
difference is not between the group 
worker and the social worker, but be- 
tween the group worker and the case 
worker. Both are social workers. One 
of the problems in the hiring of 
group workers has been that positions 
have been structured on the lower 
level, which means that only the 
beginning worker is attracted. 

Where they have been practicing, 
social group workers have been carry- 
ing out many kinds of activities with 
various kinds of groups. Some of them 
have been working with ward groups 
—patients who happen to be grouped 
together because they are all on a 
particular ward; others have been in- 
volving themselves in social and 
recreational activities. In some in- 
stances specific social groups have 
been formed so that the reluctant pa- 
tient may become ready to invest him- 
self in further treatment in other 
hospital programs. Other groups are 
composed of those patients whose 
treatment is similar, such as “insulin 
groups,” “electric shock groups,” etc. 


Still others are situation groups such 
as “pre-discharge,” “young mothers,” 
“relatives,” “church groups.” The 
Social Group Worker, because he is 
trained to direct group activity into 
a therapeutic situation, can become 
a valuable member of the psychiatric 
treatment team if his talents and train- 
ing are utilized appropriately. 

One outstanding example of the 
successful use of the psychiatric social 
group worker is on the admission 
ward where the worker helps the pa- 
tients to become oriented to the hos- 
pital, to plan better use of whatever 
facilities are available, and to feel 
from the very beginning that there 
are people who are interested in him, 
concerned with his problems, and 
very much want to help him. It is in- 
teresting to note that with this ap- 
proach, not only individual patients 
are helped, but the members of the 
ward begin to respond so that they, 
too, take responsibility and help each 
other move along. Thus several thera- 
peutic agents get into the picture. We 
are all aware that many patients are 
not ready to invest themselves in a 
real treatment program; sometimes 
the entree is made through other pa- 
tients in a social group. 

We selected one group of very with- 
drawn patients as a kind of experi- 
mental group. These peopie had been 
in the hospital on back wards for an 
average of about seven years. At this 
point they were unable to communi- 
cate with each other, or make very 
much use of the hospital services in 


M.D., Wis.; Rev. Ernest Zizka, La. 


Participants: Mr. Stanley M. Blumberg, Ohio; George W. Davis, Jr., M.D., 
La.; Walter M. Gysin, M.D., Neb.; John L. Haskins, M.D., Ore.; Miss 
Margaret W. Illingworth, Ky.; Miss Irene Kohl, Colo.; Miss Harriet Mac- 
Laurin, Ohio; Harold L. McPheeters, M.D., Ky.; Miss Helen Padula, Md.; 
Miss Frieda Reicher, Va.; Mr. Bernard Stone, Ohio; Gilbert B. Tybring, 


RAYMOND FISHER, M.S.S.W., Ohio 


any way, and treatment had been dis- 
continued. The group workers worked 
with them for sessions of about an 
hour and a half, three times a week. 
After a period of approximately four 
months, these patients showed suf- 
ficient improvement to be measured 
individually on the Wechsler-Belle- 
vue and the Rohrschach tests. 


Problems Found in Discharge Groups 


One of the problems the group 
social worker faces with pre-discharge 
groups is the fact that the patients are 
apt to assume all will be rosy once 
they leave the hospital. One particular 
pre-discharge group consisted of pa- 
tients who were all very anxious to go 
home. The group worker had not 
been able to give them a realistic 
perspective on the problems they 
might have to face. A female patient, 
who was reluctant to consider dis- 
charge, although her doctors felt she 
was ready, was introduced into this 
group. Other members were at first 
antagonistic to her negative attitude, 
but in time she was instrumental in 
getting them to face future problems; 
they in turn persuaded her that dis- 
charge had many advantages over 
permanent residence in the hospital. 

There are endless potentials in the 
various kinds of groups which can be 
formed. It should be emphasized that 
planning is done in a rather flexible 
manner. The form or structure is not 
arbitrarily determined by the group 
worker and from that point held on 
to. It evolves according to the way the 
group members succeed in meeting 
each other’s needs. 

Because of the involvement of pa- 
tients with each other and with the 
worker, the patients become thera- 
peutic agents for each other. More- 
over, many diagnostic possibilities 
arise. We have found that patients 
are much less guarded in many of 
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these group situations. Observation 
and evaluation of the patients’ capac- 
ity to function appropriately within 
the group gives us much to support 
or disprove our diagnostic thinking. 
It also gives us many clues for predict- 
ing, for instance, whether the patient 
may be ready for a trial visit or for 
discharge, because we have the chance 
to observe him in a sampling of a real 
life situation. 


Patients Help One Another 


Another definite value which can 
come through these groups is support. 
When individual therapy bogs down 
for some reason or another, members 
can often take hold and move along 
so that we have both forms of treat- 
ment operating simultaneously. We 
have found that they tend to enhance 
each other. 

Usually, said Dr. Haskins, the pa- 
tient coming into the hospital wants 
to know a great many things. He 
wants to know about mail, about 
privileges, about money, about can- 
teen, and so on. They tried having 
these questions answered by staff 
members. Then they tried having the 
patients do it, which has been much 
more effective. A staff person repre- 
sents authority “telling” the new- 
comer. The patient knows whereof he 
speaks; he is the voice of experience, 
and new patients listen. 

Dr. Tybring took issue with the use 
of patients to orient new patients. 
These people, he said, have a problem 
with authority; they are patients be- 
cause they do have a problem with 
other persons. Their anxiety regard- 
ing the nurse on the ward, the social 
worker, and other staff members is 
one of the most important things 
which needs to be gotten at in the 
orientation session. Thus he contends 
that using patients rather than staff 
in this capacity is begging the issue. 

Another group idea reported was 
a coffee hour when relatives met with 
two or three of the staff members after 
visiting hours on Sunday afternoon. 
This was found excellent public re- 
lations because relatives and_ staff 
members chatted informally and the 
relatives learned much about the hos- 
pital and the treatment program. 

Mr. Fisher agreed that the poten- 
tials in working with relatives’ groups 
are very great. He pointed out that 
one of the great problems social work- 
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ers and doctors have to deal with is 
the feeling of the family that when a 
relative is admitted to a mental hos- 
pital, this is a unique—and so a lonely 
—experience. When people talk with 
others having a similar problem, the 
feeling of isolation is diminished. 

Reverend Zizka asked if anyone had 
had experience in drafting chaplains 
into group work. He described some 
of his own experiences with religious 
groups and expressed his belief that 
they offered a tremendous potential 
for social relationships leading toward 
recovery. 

Mr. Fisher agreed, saying that the 
church is one of the existing com- 
munity opportunities whereby the 
patient may be helped to maintain 
whatever strength he has rebuilt 
within the hospital. 

Miss Reicher described the work of 
the Foundation for Community Aid 
to Mental Patients in northern Vir- 
ginia. She stated that in the past three 
years this organization has aided 
about fifty discharged patients, placed 
some thirty-nine in jobs, and followed 
them to see how they have adjusted. 
All of this has been done with volun- 
teer aid through existing community 
social service agencies. Miss Reicher 
stressed the point that her group is 
particularly interested in preparing 
the pre-discharge patient for the 
reality of the daily load of existence 
outside of the hospital. She cited some 
of the punitive laws which work a 
hardship on mental patients (public 
record of commitment, loss of drivers’ 
license, compulsory public liability), 
and expressed an opinion that discus- 
sion with predischarge groups would 
enable the patients to meet the shock 
in the hospital instead of in the com- 
munity. Then one might evaluate how 
ready the patient is to accept the real 
facts of life. 


Nebraska Project Successful 


Dr. Gysin described a project in 
Norfolk, Nebraska, which has about 
25 or 30 percent of old-age people in 
a state mental hospital of about 1300 
beds. Many of these old people are 
afraid to leave the state institution 
which has become their home. A 
group program has been instigated to 
prepare these residents for transfer 
to nursing homes. For the first time in 
this hospital, male and female pa- 
tients are sitting together, playing 


together, and eating together. They 
are getting used to mingling with per- 
sons of the other sex of their own age 
group, and are beginning to realize 
that this is about what they may ex. 
pect when they leave the hospital, 
Meanwhile, a series of letters is being 
sent to district and county authorities 
to convince them that these old peo 
ple are no longer mental patients and 
should now be the responsibility of 
the counties rather than of the state, 
Dr. Gysin stressed the fact that the 
program is only in its beginning 
stages but that, despite the acute short. 
age of nursing homes, increasing num- 
bers of aged patients are being dis. 
charged and absorbed into the com- 
munities. 

Mr. Stone then described the dif- 
ficulties his hospital has encountered 
with insulin groups because of con- 
stantly changing membership. He ex- 
plained that treatments are given ir. 
regularly, depending upon diagnosis 
or prognosis, and pointed out that any 
group takes quite a while to re-estab- 
lish itself once its original members 
have dispersed. 

Mr. Fisher commented on. this, 
describing a changing group as “open- 
ended,” and raising questions as to 
the whole problem of grouping. He 
suggested that the social group worker 
might be most helpful in a hospital 
by giving thought to the total needs, 
and acting in an advisory capacity to 
the staff concerning group formations. 

Mr. Blumberg wanted to know how 
group work fits into the total planned 
scheme for a particular patient; and 
when the group worker makes refer- 
rals to other units within the hospital. 

Miss Padula reported a_ project 
which showed up the values of a 
group process. The subjects in this 
instance were male patients who were 
able to do some kind of work in the 
hospital, but could not compete in 
any way for jobs on the outside. Hos 
pital authorities, working with voca- 
tional rehabilitation and a small pri- 
vate tuberculosis hospital, selected a 
group of these men for on-the-job 
training in very simple employment 
at the tuberculosis hospital. This was 
done, said Miss Padula, with the 
vague hope that they might there 
after at least secure jobs with a mini- 
mal but livable pay scale. A small cot 
tage was set aside on the grounds, and 
these trainees all lived together—so 
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that the kind of support they gave 
each other in learning how to live in 
the community was essentially a social 
worker's function. At the end of three 
or four months training, ten out of 
some fifteen men in the group were 
employed at regular wages on regular 
jobs. 

Miss Padula asked what is lacking 
in our hospital structures that made 
it necessary for this group to have to 
be on the outside before they could 
be of support to each other in learn- 
ing how to get along in the world. She 
suggested that the social group work- 
ers might consider the whole problem 
of community life in the hospital as 
eventual preparation for leaving. 


Other Uses for Group Workers 


Dr. McPheeters stated that a group 
work program was started in the 
mental hospitals in Kentucky about 
three years ago. Positions were estab- 
lished for group workers in each hos- 
pital, and there was a consultant in 
social group work on the Commis- 
sioner’s staff. Many of these group 
workers have now left for one reason 
or another and there is a great deal 
of pressure to close out the positions 
and hire psychologists or case workers. 
He concurred that the psychiatric 
social group worker might be used 
to better advantage as a staff con- 
sultant rather than working with a 
small percentage of the patients in a 
hospital. Group workers in this ca- 
pacity might teach group techniques 
to other staff members, thus bene- 
fitting a greater number of patients. 


Miss MacLaurin stated that with 
group workers recreation is a means 
to an end and thus it becomes thera- 
peutic. She agreed that the most eco- 
nomical utilization of group workers 
is to teach other disciplines the best 
Way to use groups, pointing out that 
it will be some time before there are 
enough trained group workers to staff 
all hospitals in the country. Dr. Ty- 
bring differentiated between those 
patient groups which are specifically 
meated for the therapeutic process, 
and those which come about by virtue 
of the very fact that the patients are 
in the hospital. He also mentioned 
the industrial group and pointed out 
that all of these can be effective in 
treatment. 


Miss Kohl identified herself as a 
case worker who has been fortunate 
in working with group workers able 
to tell her and other members of the 
staff what sort of group work was 
going on in the psychiatric setting, 
and what the group workers’ goals 
and aims are. She described groups 
of patients who become amenable to 
psychotherapy through working with 
a group worker. She also mentioned 
post-discharge groups which have 
been integrated into their communi- 


ties rather rapidly as a result of pre- 
discharge group work in the hospital. 
She stressed the need for some specific 
psychiatric orientation for group 
workers who will go into such a set- 
ting. 

Mr. Fisher closed the session with 
a brief statement that in addition to 
his work with patients, the group 
worker has a definite responsibility to 
keep the administration informed as 
to his function and the plus values 
he can give to the patients. 
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THE SPECIFIC FUNCTIONS of the Psychiatric Nurse 


A discussion of her overall role in the treatment of the patient; what the psy- 
chiatrist wishes from her; how she can meet the patients’ needs; the importance 


of her role as ward administrator in a psychiatric hospital. 


Discussion Leader: EWALD W. BUSSE, M.D., North Carolina 


N SPITE OF this section’s ambitious 
I title, group discussion proved that 
perhaps no subject in the realm of 
mental hospital administration is 
more nebulous and less specific than 
the functions of the psychiatric nurse. 

“I don’t think the psychiatric pro- 
fession is quite aware of the broad 
movement in nursing to get nurses to 
work effectively with patients,” a 
nursing consultant observed. 

“I have talked to several people, 
psychiatrists, and I was appalled at 
their ignorance regarding nursing ed- 
ucation, the aims of nursing educa- 
tion, and the therapeutic function of 
the nurse,” a nurse commented. 

From the discussion it was possible 
to pinpoint two developments in psy- 
chiatric nursing which are controver- 
sial, which both the nursing profes- 
sion and their co-workers in hospitals 
see as emerging patterns; they are: 

An increasing tendency to assign 
administrative duties to the psychi- 
atric nurse; 

An active role in therapy, stem- 
ming from the psychiatric nurse’s 
participation in the patient’s group 
environment. 

What mold, what pattern they will 
take claims the interest of all person- 
nel on the hospital’s therapeutic 
team. And whether the interest of 
other professions should be that of 
spectators, whether nurses and nurses 
alone should define their duties, was 
another explosive point. 


In introducing the topic, Dr. Busse 
sketched his view of the picture the 
psychiatric nurse presents today. To 
talk about what she does as a profes- 
sional woman, he said, we are going 
to have to define her profession. He 
viewed her as a nurse specialist, mean- 
ing one with advanced training, say a 
master’s degree, in psychiatric nurs- 
ing. She must also be one by virtue of 
mental hospital experience. 

An opposing view, he admitted, is 
that presented by the school of 
thought that completion of basic 
training and assignment to a psychi- 
atric unit makes a nurse a psychiatric 
nurse. “I don’t think many of us 
would like this,” he said, “but as long 
as she is working on a _ psychiatric 
unit, some people may say that this 
eventually qualifies her and makes 
her a psychiatric nurse.” 

A development in the past 10 or 15 
years which has had a significant im- 
pact on the nurse’s duties is the 
dynamic approach to _ psychiatry. 
Whether or not this approach is used 
in an individual hospital is the start- 
ing point in analyzing the duties of 
the nurse. The attitude of the hospital 
administrator will, of course, be cru- 
cial. 

Turning to the nursing profession 
itself, Dr. Busse saw it as having a 
difficult time, in the throes of a strug- 
ele. “The entire profession is really 
finding itself,” he said. “Other profes- 
sions in the health team have moved 


Participants: Mrs. Elizabeth Bregg, Ohio; Luther Christman, R.N., Mich.; 
Dr. I. L. W. Clancey, Sask., Canada; Merrill T. Eaton, Jr., M.D., Kan.; 
John V. Gorton, R.N., N. Y.; Wm. L. Grover, M.D., Ohio; Miss Marjorie 
Hook, Ed.D., R.N., Neb.; Granville L. Jones, M.D., Ark.; Herbert L. 
Nelson, M.D., Ore.; Miss Ryan, R.N., Ohio; Benjamin Simon, M.D., 
Mass.; Herman B. Snow, M.D., N. Y.; Vernon A. Stehman, Mich.; Dorris 
O. Stewart, R.N., Ind.; Doris Watson, R.N., Que., Canada. 
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along, and they say, “This is what we 
do in our discipline’. I think that 
nurses (and I hope they will not mis 
understand me) have not come quite 
so far along. In some respects, this 
makes them uncomfortable. Some 
times functions which they may see a 


‘theirs are taken over by other dis 


ciplines. So there is a certain competi 
tion among disciplines. I dont 
think we can act as if it doesn’t exist, 
because it does.” 


Determining Factors 


A determinant of what the psychi: 
atric nurse’s duties will be is the ratio 
of patients to nurses. Certainly her 
functions are going to be quite dif 
ferent if she has, say, 50 patients a 
opposed to 5 patients, and this cannot 
be overlooked. 


The diagnostic category of the pa 
tients she is dealing with would pla 
a role in her functions. 

The adequacy of the numbers 
other categories of hospital personnel 
bears on the nurse’s work. 

Then, too, a mental hospital has 4 
unique environmental function. It is 
necessary to scrutinize this social or 
ganization in sociological terms 
When you do, candor compels you t 
recognize that status levels develop 
throughout the organization. You 
may find that one set of attitudes to 
ward this may be a tendency to think 
in terms of levels of personnel: phys 
cians or psychiatrists, psychologists 
then social workers or nurses—ée 
pending on the prevalent attitude 
below the nurse, the practical nurs. 
The student nurse may be “low mai 


on the totem pole.” This social ordef 


of status levels, its form in the i 
dividual hospital, is another deter 
minant of what the nurse will do. 
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that a psychiatric nurse should be a 
nurse specialist with a master’s de- 
gree, Dr. Busse said that he had 
scanned the records of 30 nurses with 
these qualifications and found that 
only two now have any major re- 
sponsibility for direct patient care. 

“Most of them are in teaching as- 
signments or in administration,” he 
said. “I sometimes wonder: Is this 
wise? A lot of effort has been made 
to teach them therapeutic techniques. 
Now that they are trained properly 
they are off in jobs where they really 
have a minimum of contact with pa- 
tients. So we have to think about 
what really happens in practice. What 
is happening to these trained people? 
Are our discussions of what they 
should do just theoretical?” 


Claims on Nurse’s Time 


Dr. Busse referred to a survey of 
nursing personnel made in North 
Carolina in which nurses were asked 
to assess the order of importance of 
their duties. There was a sharp cleav- 
age between the thinking of the psy- 
chiatric nurses and other nurses. The 
psychiatric nurse put patient care 
first and administrative duties second, 
whereas other nurses put the admin- 
istrative duties as first in importance, 
patient care second. 

Then, he said, they did a time 
study of how the nurse’s hours are 
spent. This showed the nurses were 
really primarily engaged in clerical 
work, writing out requests and filling 
out all kinds of forms. This took more 
time of the nurse on the psychiatric 
unit than anything else. The second 
biggest claim for her time was fol- 
low-up care and drug administration. 


What are the goals of psychiatric 
nursing? This question can very easily 
be looked upon as a cliché. Certainly 
the nurse, as well as other health pro- 
fessions, strives to relieve pain and 
suffering. This is a very important 
function; so are checking progress of 
a disease, encouraging healing and 
the return of the patient to normal 
functioning; and, finally, developing 
some preventive measures which will 
keep the illness from recurring. 


How is the nurse to accomplish 
these aims? One way is by direct pa- 
tient care. In the nomenclature of the 
fursing profession, this has come to 
be described as the “one to one re- 
lationship.” 


Dr. Busse brought up the subject 
of the nurse’s role in group therapy 
and asserted: “Certainly all nurses 
have found they get caught, inten- 
tionally or unintentionally, in rela- 
tively spontaneous group _proc- 
esses.” He suggested that the nurse’s 
function in a group should be de- 
fined so she can fulfill it. “For ex- 
ample, she will be sitting with a group 
of patients in a day room and a con- 
versation may develop which is defi- 
nitely part of the therapeutic process. 
She has to be equipped to handle 
such things. She has to be capable of 
participating in a formative way, so 
that the hospital will provide a 
healthy social environment. She has 
to know what she can do and why.” 


The nurse is expected to know the 
rationale of organic treatments used 
in the hospital setting. If someone on 
the health team is anxious, it makes 
the patient anxious. If a patient asks 
a nurse a question and she doesn’t 
know the answer or feels uncomfort- 
able, the patient becomes anxious. 

The psychiatric nurse is inevitably 
going to be confronted with admin- 
istrative responsibilities. And she can 
not escape teaching responsibilities, 
particularly in working with other 
nurses, practical nurses, and aides. 

What about the trend toward de- 
manding more education for the best 
nurses and then assigning them to 
administrative jobs rather than direct 
patient care? The audience was made 
up of administrators in various spe- 
cialties whose own careers had fol- 
lowed this same course. Several of 
them prefaced their remarks with 
statements which began, in effect, 
“Modesty should prevent me, but—.” 


Dr. Jones called the complaints 
about the best nurses going into 
teaching and administrative work 
“plaintive.” “I don’t see how you are 
going to avoid it,” he said. “We cer- 
tainly don’t have enough persons to 
go around, because of all the work in 
all the wards with all the hundreds of 
thousands of patients. Whom would 
you put into administrative positions 
if you didn’t put the best? I don’t 
think that negates the therapeutic 
function of the nurse any more than 
it does the therapeutic function of 
the physician. The nurse extends her 
arms and hands and eyes and ears 
through the medium of these other 
people who are assisting her. 


“There was a brief reference to 
clerical work,” he continued. “I hear 
so much about that from nurses. But 
what does the doctor do? He goes out 
and fills out reports. He writes the 
general examinations. He makes out 
insurance forms. He answers letters. 
He spends his time doing clerical 
work, too. It is just part of the job. 
I don’t see who else is going to write 
down your notes after you observe a 
patient. You can’t communicate by 
extrasensory perception. You have 
got to take the time to write it, either 
by your own hand or by dictation. 
Clerical work is still going to be part 
of the nursing role, and I challenge 
you to eliminate it.” 

Dr. Simon protested that if the 
nurse is relieved of all the functions 
she does not want to perform, which 
from time immemorial have been her 
function, the doctor is going to be 
the one to perform them! He objected 
to this reversal of the field. “We are 
moving in the opposite direction of 
the absolutely basic principle that 
every function must be performed at 
the lowest echelon possible.” (Dr. 
Simon stated in an aside that words 
such as “level” and “lowest echelon” 
were “charged,” seemingly giving the 
erroneous impression that there is a 
degree of disgrace in doing a job at 
one level or another. But there did 
not seem to be any realistic way of 
discussing delegation of duties with- 
out some such appellation.) Pursuing 
his point, he said: “Performance at 
the lowest echelon possible carries no 
invidious meaning, but the nurse 
should be performing the functions 
of the doctor which she can perform, 
is able to take on, and therefore 
which he need not perform, leaving 
him to do those things which must 
be done by him.” 


Increased Medication Time- 
Consuming 

Miss Ryan, St. Luke’s Hospital, 
Cleveland suggested that administra- 
tors take a fresh look at the current 
demands made on psychiatric nurses. 
“Have you surveyed your hospital re- 
cently as to the amount of work you 
are giving nurses to do which takes 
them away from patients?” she asked. 
“Have you looked at your budget for 
medicines to compare the amount of 
medications that were given in your 
hospital, let’s say five years ago, with 
today? How much nursing time is this 


53 


| 
i 


taking in your hospital? What kind of 
technical procedures that used to be 
performed by the doctor are now per- 
formed by the nurse, taking her away 
from the ward? How many more med- 
ical treatments are being ordered by 
doctors in your hospitals which must 
be given by the nurses? Of course 
this keeps the nurse with the patient, 
but it also takes her into the utility 
room to prepare the treatment, into 
the office for charting and clerical 
work. How long does it take to give 
all the medication now being ordered? 
The amount of nursing service re- 
quired for such procedures has gotten 
so big that the load is tremendous.” 

Mr. Stehman said administrators 
should analyze the nurse’s job and 
find ways of lightening the load by us- 
ing more mechanical devices. He 
mentioned such time-saving ma- 
chines as dictaphones and addresso- 
graphs to illustrate his point. 

Mr. Christman described the or- 
ganizational pattern developed in the 
Dept. of Mental Health at Michigan. 
It consists of a director of nursing; 
two associates, one for education and 
one for service; and an assistant di- 
rector for each clinical area. He said 
their aim was to divorce nurses from 
housekeeping, clerical, and food 
service duties, freeing them for clini- 
cal work and supervision of nursing 
personnel working with patients. 

Miss Hook injected another 
thought: A function of the nurse, 
along with patient care, which, she 
said, encompasses administration and 
teaching, is research. She called for 
research both in patient care and to 
discover how nurses can function 
better in both teaching and adminis- 
trative positions. 


Nurse’s Role is Changing 


Dr. Busse said that administrators 
should, indeed, take a fresh look at 
how nurses’ time is being used. Of the 
technical responsibilities that nurses 
have gotten from doctors he said, “I 
think this trend is going to continue. 
This happens in all health disciplines. 
The roles of the physician, the nurse, 
and the psychologist have certainly 
changed and will continue to change. 
Undoubtedly in the years to come the 
nurse will be given added responsi- 
bilities. She in turn is going to have 
to relinquish some of her responsibili- 
ties to someone who can carry them 


without interrupting patient care.” 


The second trend claiming atten- 
tion in the discussion is the conscious 
attention now being paid to the 
nurse’s part in patient group therapy. 

Dr. Simon, who is a member of the 
Committee on Psychiatric Nursing of 
the Group for Advancement of Psy- 
chiatry, continued the discussion 
stimulated by Dr. Busse’s references 
in his opening remarks to the nurse 
as a factor in group therapy. As a 
framework for thinking about this, 
Dr. Simon quoted the following from 
G.A.P. Report No. 33, “Therapeutic 
Use of the Self”: 


“A patient enters a psychiatric hos- 
pital because he has experienced 
difficulties in living in the outside 
world. Whatever the nature and 
expression of these difficulties, they 
invariably include a breakdown in 
relationships with other people. 
The hospital must serve as a 
smaller, limited world wherein new 
experiences in living, and new per- 
sonal relationships, produce mini- 
mal anxiety and maximal support. 
Thus, the patient gradually may 
be helped to feel that living with 
others is less threatening and a less 
forbidding experience. 

“We assume that the behavior of 
the patient has meaning; that his 
behavior affects the behavior of 
those who care for him; and that 
the behavior of those who care for 
him affects the patient. 

“The patient’s hospitalization 
should enable him to learn to live 
more effectively with other people. 
Every mental illness includes the 
problem of the patient’s particular 
way of relating himself to others and 
participating with others in activi- 
ties. When a patient enters a men- 
tal hospital he has already estab- 
lished patterns of behavior intended 
to facilitate his withdrawing from 
anxiety-provoking relationships. 
Withdrawal may be variously ex- 
pressed. In the attempt to cope with 
his anxiety, the patient chooses that 
form of expression which, in his 
past experience, has been most ef- 
fective in maintaining distance 
from others for his subjective com- 
fort. 


“In the hospital new personal re- 
lationships must gratify the pa- 
tient’s needs, facilitate his com- 
munication with others, and en- 
hance his social participation. It 
follows that the nursing personnel, 
which has the longest and most in- 
timate contact with the patient, is 


deeply involved in these processes. 
Every contact with the patient, 
whether in the performance of of- 
ficial nursing care or in a less di- 
rected capacity, involves patient- 
nurse relationships. The relation- 
ship can be therapeutic or harmful, 
If these relationships remain es- 
sentially therapeutic, the patient- 
nurse relationship can become an 
integral part of the patient’s whole 
therapeutic regimen. It is important 
for nursing personnel to under- 
stand and to be aware of the feel- 
ings, thoughts and actions of the 
“gyno They should have a simi- 
ar understanding of their own 
thoughts and actions in any situa- 
tion. Such awareness is acquired 
gradually and depends upon col- 
laboration with the psychiatrist, 
conferences with supervisors and 
co-workers, and repeated experi- 
ences with patients.” 


“This would seem to say,” Dr. Si- 
mon asserted, “that the nurse must 
have time and time and more time to 
be with the patients.” 


Is She a “Social Therapist”? 


“It seems to me that the nurse is 
part of the patient’s environment,” 
said Dr. Clancey. “She lives with the 
patient. She works with the patient. 
She deals with many of the aspects of 
the patient’s environment. In_ this 
concept, it seems to me that her job 
is what we call therapy. The actual 
job can be broken down into three 
steps: Integration of the patient to 
the ward environment is the first step. 
I term the second step ‘increasing 
expectations.’ That is, as the patient 
becomes better the nurse must 1n- 
crease her expectations of what is de- 
manded of that particular patient. 
The third step is the step of separa- 
tion (from the hospital). In other 
words, as a social therapist, the goals 
of the nurse are to prevent desociali- 
zation or regression of the patient and 
bring about his resocialization as a 
healthy person in society.” 

Dr. Eaton said: “I would partic 
ularly emphasize the fact that, as Dr. 
Busse pointed out, the hospital, both 
in terms of the inpatients and the day 
patients, forms a series of groups. 
These groups are inevitable. Some- 
thing is going on in the groups at 
all times. The group is more or less 
under the direction of the nurse. She 
mav be directing actively or she may 
be directing passively, in an indirect 
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way. In this group setting, the func- 
tion of the nurse-director inevitably 
becomes group therapy.” 

Dr. Eaton went on to say that he 
believes that the same techniques ap- 
ply to group contacts as to individual 
contacts. For example, the nurse must 
deal with various sorts of patient be- 
havior: the disturbed patient who is 
tearing things up, the patient with 
socially unacceptable habits, patients 
preoccupied with fantasies, hallucina- 
tions, or delusions. Should the be- 
havior be allowed to go on, should it 
be prevented, prohibited, or modified? 
Can it be forbidden or prevented? 
Can the patient be kept busy with 
something else, directed into some 
other channels? Can the behavior be 
interpreted? Can it be made mean- 
ingful through group discussion or 
group activities? 


Individual versus Group Activity 


Miss Ryan said that while they are 
trying to help nurses at St. Luke's 
Hospital, Cleveland, develop skills in 
working with groups, this is not called 
group therapy but “group work.” 
She asserted that the nurse’s contact 
with the patient was certainly thera- 
peutic, but eschewed using the title 
“group therapy.” Among the types 
of group activities for which training 
is given are social groups and patient 
government organizations. Seminars 
are held to develop nurses’ skills in 
working with groups. 

Dr. Busse replied that the concept 
of “group therapy” “social therapy” 
and so forth, is a real area of con- 
troversy. It is not tightly defined; it is 
very flexible. 

Patient groups of eight, with one 
nurse in charge who participates in 
all these patients’ activities—occupa- 
tional therapy, recreation, and group 
therapy sessions—were described by 
Dr. Clancey. At the beginning, he 
said, the nurse works individually 
with regressed patients to draw them 
into the group. He described this as- 
signment as an anxiety-provoking sit- 
uation for the nurse, and told how 
ward meetings led by the doctor and 
senior nursing staff equip nursing 
personnel to deal with it. The nurse 
is encouraged to talk about her feel- 
ings—not the patients’ problems—at 
these sessions, and relieve her anxiety. 
Dr. Eaton reported a similar process 
of staff meetings for nurses working 


in therapeutic situations with pa- 
tients. 

Mr. Stehman questioned that the 
nursing profession should be left 
alone to define its own role. “If we 
are a total therapeutic team, is it not 
important, then, that we work as a 
total therapeutic team in defining our 
specific roles?” he asked. “Can nurs- 
ing by itself define its role? It doesn’t 
always work unless the psychiatrist, 
the social worker, the psychologist, 
the sociologist, and others work to- 
gether in composing this definition.” 

Miss Bregg of Western Reserve 
University took sharp issue with this. 
“I think it is important to remember 
that we don’t define the functions of 
the psychiatric nurse in terms of the 
job she is now doing in many state 
hospitals. If we did, we would be 
down-grading her to the point where 
there would be no further point in 
proceeding! I don’t think it is the 
task of any other discipline to at- 
tempt to define the functions and 
role of an allied discipline. I think 
nursing has come along very slowly 
in moving toward this responsibility 
on its own, but I don’t think we have 
been as slow about it as it would ap- 
pear on the surface. There is a great 
deal of work going on in this re- 
gard. Nursing itself, and psychiatric 
nursing as a specialty within this 
discipline, will define its own role.” 

Mr. Gorton felt that definition of 
the nurse’s role in therapy is just be- 
ginning to be scrutinized. Summing 
up his impressions he said: 

“Listening to the comments pro 
and con in our discussion, I think it 
is excellent we have this variety of 
opinion. At least from this we cer- 
tainly move in some new and differ- 
ent directions. I think that we have to 
realize, however, a little bit about 
what has happened in nursing. It has 
really only been in the last ten years 
that we have had programs for prep- 
aration of the nurse to function at 
an advanced level. It has only been 
during the last five to seven years 
that we have included psychiatric 
nursing as part of the total program 
for our registered professional nurse. 
In this time we have really moved a 
great distance. The greatest amount 
of research that is being done has 
been done in the field of psychiatric 
nursing. Other areas of nursing are 
beginning to look at this. 


Mr. Gorton said the National 
League for Nursing has just com- 
pleted a year’s study of the function 
of the psychiatric nurse. Many men- 
tal hospitals have participated in this 
study, which will be published early 
in 1958. He said that in another proj- 
ect now under way the basic nursing 
program will be studied. 


Definition of Duties Evolving 


But what, he asked, do we really 
mean when we talk about therapy? 
What does the psychiatrist mean by 
it? What does the nurse mean by it? 
Every other worker in a_ particular 
hospital structure? 

He said he would not try to define 
his own meaning of the term. Based 
on his visits to hospitals throughout 
the United States, he observed that 
what would be considered good thera- 
peutic psychiatric nursing is done in 
a small way, but it is growing. There 
is recognition that the nurse is a very 
valuable member of the _ inter-dis- 
ciplinary team. We are working to- 
ward a definition of the nurse’s duties. 
Predicting a sharper focus on this, 
he concluded: “Within the next five 
years we will certainly know what we 
are talking about when we say the 
nurse is involved in therapy.” 

Miss Stewart reinforced Mr. Gor- 
ton’s statement. She disagreed with 
the many assertions that the nurse 
in a large state hospital must be an 
administrator. “That isn’t necessarily 
true,” she said. “In our state hospitals 
we have lots of nurses who are giving 
excellent individual or group care 
with patients—whatever you want to 
call it. We also have a_ psychiatric 
nurse specialist in our largest state 
hospital whose sole function is to 
work with patients. She is not going 
to be a head nurse. She is not going to 
be a supervisor. She is not going to 
give medications. She is not going to 
teach. She is going to work with pa- 
tients, individually and in groups.” 

She went on to say that nursing has 
always moved with the same step that 
medicine has moved, that psychiatric 
nursing will move with the same step 
psychiatry does. Lamenting inter-dis- 
ciplinary quarrels and the tendency 
of professions—nurses, doctors, aides, 
et al.—_to feel threatened by loss of pre- 
rogatives, she said: “There is only 
one thing that we don’t have a short- 
age in and that is patients!” 


sses, 
ent, | 
of- 
di- 
ent- 
‘ion- 
F 
es- 
ient- 
an 
hole 
tant 
der- 
feel- 
the | 
simi- 
own 
itua- 
‘ired 
col- | 
trist, 
and | 
peri- 
must 
= 55 ‘ 


Management of the Geriatric Patient 


Constructive community programs for the care of aged patients are essential to 


avoid unnecessary commitment to the mental hospital. These should result 


from a joint endeavor between hospital and community agencies. 


Discussion Leader: MAURICE E. LINDEN, M.D., Pennsylvania 


HE COURAGEOUS OPTIMISM, in spite 
aa odds, that permeated other 
sessions of the Institute was lacking 
in this group's discussion. Dr. Linden 
gave a detailed analysis of the prob- 
lem of providing care for geriatric 
patients, and it was an analysis that 
was as replete with human interest as 
statistics. But the statistics were over- 
whelming. In spite of the knowledge 
we have about the problem and what 
might be done about it, what is being 
done is being done on a spotty basis. 

What to do about the aged is a 
question of major political impor- 
tance. It is one of the questions upper- 
most in the minds of legislators, Dr. 
Donahue said. It is the chief topic of 
conversation when budget officers get 
together. He was talking about meet- 
ings of regional groups, cutting across 
state lines. “What are we going to 
do?” he asked. “Our hospitals are 
crowded. We are using all these ideas 
everyone talks about—nursing homes, 
foster homes—and still our hospitals 
are full. These things we talk about 
cost money. We have got to come up 
somewhere, somehow, with some 
sound and economic answers.” 


Dr. Shea described an institution in 
Massachusetts for “aged persons who 
are not mentally ill.” State hospital 
patients who have recovered can be 
transferred to Walnut Lodge. (See 
MENTAL HOSPITALS, Dec. 1956.) 
It has a vigorous activities program. 
This is an 83-bed institution, and the 
state will soon open a 4,000 bed insti- 


tution to which referrals may be made 
on a 35-day trial basis. If it is felt that 
an individual is no longer, for practi- 
cal purposes, psychotic, he can remain 
there, financed by old age assistance, 
disability assistance, or local welfare 
funds. 

A representative from another state 
reported a program of using public 
health nurses for follow-up care, a 
nursing home reported close ties with 
a mental hospital which allows pa- 
tients to be transferred on an in-and- 
out basis as they improve or regress, 
and a doctor who had inspected in- 
stallations abroad said, “They are 
doing a better job of this in England.” 

But aside from these contributions, 
this session seemingly never got off 
the ground after the impact of Dr. 
Linden’s summation of the situation. 
Nevertheless, the answers he suggested 
open up a field for creative thinking 
which may serve to solve what is, 
perhaps, one of the greatest problems 
today and tomorrow. 

Dr. Linden’s remarks follow: 

Today the people in the category 
of 65 years of age-plus number ap- 
proximately 15 million. This is about 
8.7 per cent of our population. By 
1970 our population estimates sug- 
gest that they will number about 25 
million, about 1214 per cent of the 
community. 

It is also estimated on the basis of 
current statistics that by the year 2000, 
which is only 42 years away, they will 
probably number in the area of 20 


Participants: Nathan Beckenstein, M.D., N. Y.; Hayden H. Donahue, M.D., 
Okla.; Robert E. Gardner, M.D., Md.; Walter M. Gysin, M.D., Neb.; Anton 
F. Heusler, M.D., Mo.; Jorge Y. Lara, M.D., Tex.; H. J. Leuchter, M.D., 
Ohio; John T. Shea, M.D., Mass.; Julius Wohl, M.D., Ohio. 


to 25 per cent of the total population. 
If current admission trends of people 
in this age category entering mental 
hospitals continue unabated, the in- 
population of mental hospitals by the 
year 2000 will be made up by about 
67 per cent of patients 65 years of 
age and older. 

Obviously something must be done. 
If the inpatient population is going 
to be aged persons, younger people 
will suffer. We are not building hos- 
pitals at a rate matching population 
trends, and there is a serious question 
raised today whether mental hospitals 
should be built. Are mental hospitals 
the place to care for these geriatric 
problems? 


Few Aged Need Hospital Care 


We are talking about absolute num- 
bers when we talk about 15 million 
aged. That is a lot of people. But not 
all aged people are problems, and we 
must recognize this and bring it to 
the public’s attention. As a matter of 
fact, our findings strongly suggest that 
about 75 per cent of older people, 65 
years plus, get along quite satisfac- 
torily independently and are reason- 
ably happy. Of the remaining 25 to 
30 per cent, only about a fifth, or 
roughly 5 to 7 per cent of the total 
number of aged in our society, de- 
velop psychological and physical in- 
dispositions of such severity as to re- 
quire institutional care. This is not 
a startling or alarming percentage. 
But 5 per cent of 15 million people is 
three-quarters of a million individ- 
uals. As everyone knows without 
prompting, that is more than the total 
number of mental hospital beds we 
have in the whole country. 

So the problem is pressing. Every 
one of us working in this field feels 


it daily. 
to whict 
One is t 
hospitali 
prevent | 
a progra’ 
have bee 

This s 
a shocke 
still a ge 
munities 
an older 
mental i! 
end of tl 
can be d 
ed, and t 


program: 
The: 


The f. 
different. 
persons | 
of the ty 
logical p 
response 
tical 
That is, 
cover, A 
better. A 
little or 
and will 

Before 
fore” anc 
ate to sul 
program: 
quantitie 

At on 
for payin 
In fact, i 
the geria 
the und 
quired 
That no 


: 
| 
4 
4 


it daily. There are two basic needs 
to which we must address ourselves. 
One is the need for programs before 
hospitalization becomes necessary, to 
prevent hospitalization. The second is 
a program for aged persons after they 
have been in a mental hospital. 

This second point really comes as 
a shocker to some people. There is 
still a general orientation in our com- 
munities to this point of view: When 
an older person is hospitalized in a 
mental institution he has reached the 
end of the road, there is nothing that 
can be done, little that can be expect- 
ed, and the planning of rehabilitation 
programs is folly. 


Therapeutic Response Great 


The facts, however, are somewhat 
different. All geriatrists working with 
persons 65-plus agree that regardless 
of the type or severity of the psycho- 
logical problems, the expectations of 
response to therapy are almost iden- 
tical with those for other age groups. 
That is, about a third will nearly re- 
cover. About a third will get vastly 
better. And about a third will show 
little or no change, may grow worse, 
and will probably die in the hospital. 

Before considering programs of “‘be- 
fore” and “after” care, it is appropri- 
ate to survey present hospital geriatric 
programs, now found in increasing 
quantities and intensification. 

At one time we scolded ourselves 
for paying little attention to the aged. 
In fact, it wasn’t many years ago that 
the geriatric service was regarded as 
the undesirable service, just a re- 
quired part of the training period. 
That no longer holds true. A change 


has taken place. Today almost every 
mental hospital has a program and a 
geriatric unit, or is building a unit 
in order to put a program in opera- 
tion. We see in diminishing frequency 
the diagnostic category which at one 
time covered just about everybody 
who was over 65. There is an increas- 
ing effort on the part of psychiatrists 
and residents in training to determine 
with great accuracy the subtleties, the 
differences, between the depressions 
of the aged and senile and the irre- 
versible organic changes of aging. 
There is a growing awareness that 
even in the presence of severe organic 
damage there is promise of response 
to therapy. 

Most people are familiar with the 
statistics of Allegheny General Hospi- 
tal which has found in its geriatric 
wards that aged persons admitted as 
incompetents can be restored to nearly 
a hundred per cent competence with 
a good nursing and medical care pro- 
gram. This is one kind of response to 
therapy. In general, if we reduce our 
expectations of what we anticipate 
the response to be, we find response 
in this group is enormous. 

The regime of hospital care for 
these patients generally includes the 
following five basic elements: 

First, we practice what is termed 
environmental manipulation. Simply 
stated, this means we remove the pa- 
tient from a rejecting or discarding 
environment and place him in one 
that accepts him. As a rule, if these 
patients have any family at all, its 
attitude toward these older people is 
hostile, rejecting, and discarding. In 
many cases the hospital or home for 


Group therapy has proved to be 
beneficial to elderly patients. Its 
increasing use with these people 
marks the growing realization that 
they can respond to psychotherapy 
and activity programs which are 
geared to their capacities. 


the aged offers a better community 
in which to live. They will not be 
treated with hatred, and, at worst, 
will only experience indifference. 


Second, the therapeutic factor of 
activity is introduced into these peo- 
ple’s lives. Most of them have been 
living sedentary, indolent, and inac- 
tive lives, have been moving toward 
stagnation. All forms of appropriate 
activities serve as a bulwark against 
stagnation. 


Sociability Fostered 


Third, we undertake resocialization. 
This is a way of saying that we remove 
them from a situation of loneliness 
and isolation, a setting which is 
fruitless, a setting in which they not 
only feel useless but direct a tremen- 
dous amount of hostility against 
themselves, reject themselves, suffer 
severe depression, and may resort to 
suicidal behavior. Old people do not 
like to be surrounded entirely by other 
old people. They like to have younger 
people around, they like to be where 
they can watch activity. 

Fourth, some degree of psycho- 
therapy is made available. This psy- 
chotherapy does not necessarily aim 
to promote insight. Though deeper 
psychotherapies are not inappropri- 
ate, much can be accomplished with 
superficial psychotherapies. The hu- 
man spiritual needs that these people 
lack are supplied: friendliness, ac- 
ceptance, an opportunity to ventilate, 
an opportunity to write, and perhaps 
an opportunity to complain about 
their neighbors and their own lot in 
life. We might regard as psychothera- 
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pies all of the activities of the facility 
that go toward creating an accepting 
atmosphere. The nurse who under- 
stands the aged is a psychotherapeutic 
factor, and janitors have been psycho- 
therapists at a purely intuitive level. 

Fifth, somatic therapies which are 
needed are supplied. This includes 
general medical and surgical care. 
The most common ailment that we 
see in the newly admitted older pa- 
tient in the general hospital, chronic 
disease hospital, nursing home, or 
mental hospital is malnutrition. An 
appropriate diet is the number one 
requirement. Giving these people the 
right food produces astonishing re- 
sults. Patients described by families as 
noisy and meddlesome, in one out of 
three cases present no problem at all 
after a few days on a good diet. Fur- 
nishing the needed nutrients makes 
them feel better physically and psy- 
chologically. 

Special Needs for Geriatric 
Programs 

Among the somatic therapies are 
shock therapies. Dr. Ruth Ehrenberg 
of Boston State Hospital has used 
shock extensively. With great care 
and with good follow-up, she has 
gotten many people out of the hos- 
pital with this method. Of some signi- 
ficance, too, are the newer drugs, the 
so-called tranquilizers, the activators, 
and other appropriate medications, 
for example, sedatives. 

To carry out this five-point pro- 
gram, hospitals have needs. They have 
needs for staff, for budget, for appro- 
priate buildings, and for training pro- 
grams. An integral part of every hos- 
pital schedule for the care of older 
patients is the use of volunteers from 
the community. The volunteer is very 
helpful, but not without a consider- 
able period of training and indoctri- 
nation and on-going supervision. 

And hospitals need help in getting 
the elderly patient beyond the hos- 
pital door. Turning to the need for 
resources in the community, we find 
that many hospital administrators 
say that lack of community acceptance 
is causing patients to return within 
two or three days, completely re- 
gressed. “We can do wonders with our 
elderly patients,” said one. “We get 
better results than you tell us about. 
But we get them to the door and they 
don’t go beyond that. The commu- 
nity is not accepting them. We need 
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some resources in the community.” 

Hospitals need a rehabilitative serv- 
ice for these people, and they also 
need the personnel, the staff, and the 
services necessary to work with the 
families of older patients. Some hos- 
pitals have developed group psycho- 
therapy programs with the adult chil- 
dren of patients who have gone into 
the hospital. Others use the counsel- 
ing services of case workers. These 
should be available in the hospital as 
well as in the community. 

A new concept of how to prepare 
the older patient for post-hospitaliza- 
tion living calls for a residential re- 
training center. Another possibility 
is rehabilitation training within the 
institution. Still another is the half- 
way house. All forms of counseling, 
advisory and consultative services 
should also be available, and the pa- 
tient may be followed-up by the hos- 
pital’s social service unit. Or possibly 
a social service center in the commu- 
nity should be available for this care, 
since mental hospitals are sometimes 
too far removed from downtown sec- 
tions for such an arrangement with 
their social service unit to be possible. 

Before hospitalization, there is need 
for a preventive mental health pro- 
gram. Such a program would concern 
itself not only with treating the im- 
mediate problems of the aged, but 
would develop an awareness of the 
meanings of family relationships. 
Briefly, this would mean not planting 
neuroses in children to flourish as 
senile indispositions 70 or 80 years 
later. 

Sociological changes are needed. 
We are a youth-oriented culture. This 
trend needs to be reversed to place 
some degree of veneration upon older 
citizens. We should not lose the gains 
that children now have, but bring 
back values in living to older people. 
This means that we have to promote 
a general community atmosphere of 
acceptance of aging, as well as the 
aged. It also means that we have to 
give later maturity some kind of 
meaningfulness. 


Community organization is needed 
to get each community to tackle the 
problems of aging, to develop plans 
and programs for the aging, to obtain 
community backing and financing to 
realize programs, and to promote 
needed legislative changes, whether 
they be in the field of social security, 


public assistance, welfare, or health 

It is a shameful admission on ow 
part, but there is still the need 
train physicians to recognize that this 
is a problem and that it is a doctor 
problem. We have some difficulty get. 
ting doctors to treat older people 
actively. They load them up with 
medicines, but they don’t talk t 
them. Very few psychiatrists can be 
found who will treat older people 
The importance of the collaborative 
team of physicians found in preven- 
tive medicine should never be under 
estimated. The psychiatric practition. 
er in the community needs to be 
brought into the picture to help w 
treat this group accurately and with 
appropriate expectations. Dental 
health is especially important for this 
age group. Lack of teeth and lack of 
dentures can contribute to incapacity 
to eat and be a source of personal 
embarrassment. 


Community Facilities Required 


We need official units in govern 
ment to meet the problem. Not all 
communities have a governmental 
structure which allows welfare and 
health (including mental health) 
tackle the problem jointly. Philadel. 
phia is one city a little bit ahead in 
this, but there are still many, many 
problems. For example, a typical cas 
history may find an elderly woman 
alone and in trouble shuttled between 
such governmental units and fune 
tionaries as public assistance, the psy 
chiatric unit of a general hospital, 3 
diagnostic reception center, a_ stale 
hospital, the Department of Public 
Welfare, the city solicitor’s office, 
public assistance, and a nursing home. 
This is an actual case and the solv 
tion arrived at was temporary and, # 
a matter of fact, illegal. 

Right now new public housing dé 
velopments are planned in Philadel 
phia where at least 15 per cent of the 
apartments will be set aside for pe 
ple 65 and over. Some will live alone, 
other apartments are for couples. Bul 
much more is needed. 


We need new living arrangement 
for older people. If they cannot } 
returned to their home, then perhapi 
some kind of foster care or living wil 
another oldster may be the solutio! 
They need, after the hospital, oppo 
tunities for group participation. TH 
question of specialized housing uni 
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for older people calls for discussion. 
Is a colony a good idea for the aged? 
Is a retirement village a good idea 
for the aged? Some programs of this 
nature have not been successful. 

We need voluntary facilities of all 
kinds: Such things as apartment dwell- 
ing units for older people, nursing 
homes properly accredited and well 
run, and plans such as “meals on 
wheels” whereby hot meals are 
brought to persons living alone. 


We need an increase in family serv- 
ices directed toward the aged. We 
need clinics that will accept them, 
general hospitals that won’t prevent 
their admission. We also need long- 
term care facilities for physical ill- 
nesses, the so-called chronic disease 
hospital. Some communities have 
them. Most do not. As a consequence, 
many patients who belong there find 
their way to a mental hospital. 

We need more and more intermedi- 


“CHANGING NIGHT INTO DAY—that’s how it seemed 


when we changed from our old 
functional new furniture. We've 


task of caring for. patients has been made a lot easier.” 
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ate service units in the community. 

We need short-term care facilities. 
At the present time there is a reluc- 
tance to accept older patients in many 
hospitals because the doctors fear that 
the patient will be kept there for 
months or years, and the family also 
shares that notion. We have to de- 
velop places where the family knows 
that after a given period of time the 
oldster may be back in the family 
setting or may be sent to another in- 
stitution. But he will not remain at 
that facility. 

Then we need periodic care centers. 
Examples of this are the day care 
center, the night care center, and, a 
particularly new concept, the adult 
health and recreation center, It can 
be under voluntary or official auspices. 
It would include psychotherapy and 
occupational therapy, educational and 
vocational training and _ rehabilita- 
tion, Opportunities to view television, 
play games, sit or sleep, and be given 
one good meal for very small cost. 

Public health services related to 
after-care have been mentioned and 
have been discussed at other sessions 
of this Institute. One example of how 
the Philadelphia Mental Health Serv- 
ice gears its program to older people 
is its development of a suicide control 
program. The highest incidence of 
suicide is among older people. In 
addition to uses already noted of the 
services of public health nurses, they 
can be helpful in a home accident 
prevention program. 

Family service agencies are needed 
for other members of the families. 

How will we accomplish all or part 
of these programs if we regard them 
as valid and desirable? 

Who should bring about the de- 
velopment of such programs? 

Does the mental hospital have to 
go into the community and beg the 
community to accept what is its nat- 
ural responsibility, or should the 
movement stem from the community, 
either spontaneously or under pres- 
sure? 

Does it have to come from local 
governments? 

Does the state government have any 
part in local affairs of this kind? 

Should we expect the federal gov- 
ernment to participate to some ex- 
tent? 

These questions are not easy to 
answer, but they need to be answered. 
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THE IMPORTANCE OF SANITATION IN THE HOSPITAL 


Sanitation is both a management and a treatment function; it affects housekeeping, 
maintenance, laundry operation, food service, plumbing, water supply 


Discussion Leader: 


HE PREMISE of this discussion 
frets was that sanitation is both 
a management and a treatment func- 
tion; it affects housekeeping, main- 
tenance, laundry operation, food serv- 
ice, plumbing, water supply, and 
many other basic services. 

Among the many facets of mental 
hospital management where sanita- 
tion know-how is necessary are: train- 
ing and supervising personnel re- 
sponsible for food preparation and 
handling; food inspection; giving 
special attention to enforcement of 
sanitation standards in laundry and 
dishwashing departments; plant main- 
tenance standards; insect and rodent 
control; surveillance of milk and 
water standards; and waste disposal. 

Mr. Seaman said that from time to 
time he has secured the services of 
the sanitation officer of the State 
Health Department to make surveys, 
particularly in the food service areas. 
This may bring wonderful immediate 
results, with employees trying to bring 
their work up to standard, but after a 
time there is a tendency to become 
lax in exercising the necessary precau- 
tions. This leads him to make this 
basic recommendation: 

“A full-time sanitation officer 
should be employed in the hospital, 
functioning under the administrative 
head.” 

Dr. Garber gave full support to the 
importance of having a full-time san- 
itarian; in fact he questioned whether 
one man could do the job alone in 
large institutions. 


and many other basic services. 


“We have one full-time inspector 
for a 1,000 bed hospital with some 
800 employees and a 1,000 acre res- 
ervation including a farm,” he said. 
“In all honesty, he is the busiest man 
on the grounds. He has a large job 
just keeping up with periodic in- 
spections; this, incidentally, is an ex- 
cellent method of keeping the di- 
rector informed of what is going on. 
I think the sanitation officer is very 
valuable in many respects.” 

Dr. Garber revealed the rather 
unusual method he used to secure a 
sanitarian in the first place. “Some 
of you know the institution I took 
over was pretty sad and dilapidated. 
At one time there wasn’t a single 
dishwashing machine in the institu- 
tion. All dishes were washed in a gal- 
vanized sink, in moderately warm 
water, and dried on greasy dish 
towels. The most effective way we had 
to sell the idea of a sanitarian was 
to invite our Board one day to come 
out in the kitchen and see their 
own luncheon dishes after they 
supposedly had been properly washed. 
We took some sterile Petri dishes 
containing agar, and, using sterile 
swabs, coated the agar with smears 
taken from the so called ‘clean’ 
luncheon plates. We then gave each 
member a sealed Petri dish to take 
home, telling him to examine it in 
about 48 hours. One of the women on 
the Board called me before 48 hours. 
She said, ‘My heavens, the whiskers 
are pushing right out into the living 
room. What do I do?’ That was pretty 


Steele, R.N., Call. 
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mean, but I can assure you it is a 
wonderfully satisfactory method of 
selling the idea of what you need! 
We also promptly acquired funds for 
dishwashing machines for every ward 
in the institution.” 


Sanitation and Administration 


_The sanitarian employed has had 
public health training. Dr. Garber 
described how his work contributes 
to good administration: 

“For one thing, he writes a won- 
derful report. These reports are made 
directly to the superintendent, and 
copies go to the division heads, for 
example, to the clinical director, the 
business manager, and the assistant 
medical director. Extra copies go to 
them in case they want to pass the 
critique along to others. But they are 
not generally distributed, because 
they are sometimes rather critical. It 
is constructive criticism, though, in 
that the sanitarian always offers some 
suggestion or solution to the problem. 
As a result, personnel, such as the di- 
rector of nurses or farm supervisor, 
are really delighted to find they are 
getting such help. 

“Another example of his work: If 
any of you have automatic dishwash- 
ers, you know that the little spray 
nozzles clog up very readily, espe- 
cially in areas where there is hard 
water, or the sprayer arms fail to ro 
tate. This man examines the nozzles 
and sprayer arms during routine in 
spections and instructs personnel on 
the ‘why’ and ‘how’ of cleaning and 
maintaining them so that the nozzles 
emit a full spray and the water hits 
all parts of the dishes. He also checks 
the water temperatures and the use of 
dishwashing compound. It is surpris 
ing how frequently the hot water 
booster will fail and how infrequently 
the personnel will check on this mat 
ter. He is also responsible for the 
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method in which dishes are air dried 
without wet stacking procedures, 
since our dishwashers do not have 
electrically heated drying units. He is 
an excellent man in insect and rodent 
control. 

“The sanitarian also supervises 
water and milk sanitation and takes 
samples for bacteriological examina- 
tion. With his aid, we have finally 
secured a milk bottling machine. He 
also checks to see that milk is being 
properly pasteurized. He has aided in 
the problem of waste disposal, both 
from kitchen and medical units. He 
has helped us eliminate rats, partly 
by securing a bulldozer and establish- 
ing a sanitary land fill. Such things as 
weed control and mosquito elimina- 
tion are in his domain. In short, he 
is one of the most valuable men we 
have, and a full-time job still doesn’t 
give him enough time to do all the 
things he could accomplish for us.”* 


Shield Against Epidemics 


Dr. O'Neill described sanitation as 
an important and neglected subject. 
Sanitation is a shield against epi- 
demics in the hospital. Nothing can 
be more unfortunate than such out- 
breaks. Perhaps the advent of anti- 
biotics in recent years has tended to 
make people underestimate the im- 
portance of prevention. He said that 
New York state was no exception in 
lacking skilled personnel in this par- 
ticular field. Formerly sanitary in- 
spection of institutions was the re- 
sponsibility of the State Department 
of Health, but a few years ago it was 
turned over to local health officers. 
He felt the service has deteriorated, 
and urged that a full-time sanitarian 
be employed on hospital staffs. 

“My hospital of 10,000 beds and 
3,000 employees is a fair-sized com- 
munity. As director of the hospital, 
I cannot give the attention to sani- 
tation that I know is necessary,” Dr. 
O'Neill said. He deplored a tendency 
to shunt the problem of sanitation 
off on other personnel without train- 
ing in public health and sanitation. “I 
think we will save ourselves a lot of 
money, a lot of headaches, and do a 
much better job if we are able to 
get a full-time expert,” he said. 


Mr. Dunlap asked for information 


* See MENTAL HospitAats, June, 1957. 


about the qualifications and training 
and job description for a sanitarian. 
To whom should he report, admin- 
istratively? 

Dr. Garber gave further details of 
the New Jersey program, and said he 
would be glad to furnish a copy of 
the job description on request. It is 
a civil service position, and there are 
now six full-time sanitarians in a de- 
partment of 23 institutions. Some 
cover but one large institution, others 
share responsibility for several smaller 
ones. He suggested that administra- 
tively this man should be responsible 
only to the chief executive officer; in 
some state institutions this may be 
a lay administrator, in mental hos- 
pitals, the physician in charge. “If 
he reports only to the chief executive 
officer, his suggestions can be fol- 
lowed through, and he will be a much 
more effective individual in your in- 
stitution,” he said. 

Dr. Brunt, Jr., concurred, saying: 
“Our man reports to the superintend- 
ent, and his recommendations have 
teeth in them. He is an integral part 
of our safety team with the fire chief, 
police officer, and engineer. He is 
part of the teaching team in the ori- 
entation of all our employees, follow- 
ing through on the practices of food 
service personnel.” 

How far mental hospitals are from 
being staffed adequately in this re- 
spect seemed to be indicated from re- 
ports by representatives of other 
states. Ohio has only one sanitarian in 


the central office, and he must spread 
his services to both mental hospitals 
and penal institutions. Minnesota 
was reported to have no sanitarian on 
the staff at the present time, utilizing 
the cooperative services of the State 
departments of Agriculture and 
Health for inspection and consulta- 
tion. 


Staff Guidance Essential 


Even where services which might 
come under the aegis of a sanitary en- 
gineer are contracted for on a com- 
petitive bidding basis, a hospital still 
needs staff guidance to enforce stand- 
ards. In the case of milk supply and 
services of insect and pest extermina- 
tors, skill in writing contract specifica- 
tions is also essential. It was suggested 
that State Health Departments can be 
of assistance, though it was said that 
they are not sufficiently well ac- 
quainted with institutional problems 
to be of any great assistance. 

Dr. Glass described his own method 
of enforcing the contract for insect 
and pest extermination when he felt 
the operator was becoming lax. “I 
found in my mail an advertisement 
for a cockroach trap,” he said. “Let- 
ting the cockroaches do their own in- 
specting seemed to me like good ad- 
ministration. I purchased some of 
these traps and put them in various 
places periodically. After 24 hours I 
got a count of how many cock- 
roaches there were so I could check 
up on the exterminator.” 
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Mental Deficiency: A Psychiatric Problem 


Reduction of infant mortality, saving of premature births and improved diagnostic pro- 
cedures contribute to a changing pattern of admissions, attitudes, management and 
therapy of these patients. New research monies can help solve many problems 
if inquiries are instigated by positive medical investigation. 


HOWARD V. BAIR, M.D., Kansas 


Discussion Leader: 


ERHAPS a question mark should 

be added to the title for this dis- 
cussion, Dr. Bair suggested, making 
it read: Mental Deficiency: A Psychi- 
atric Problem? Comments made dur- 
ing the discussion showed how right 
he was in this contention. 

Dr. Bair cited statistics of 150,000 
patients in tax-supported institutions 
for the mentally deficient, 65 per cent 
of whom are 20 years of age or older. 
One in every four of the patients has 
been in the institution for 40 years 
or more. 

In Kansas, although funds for wel- 
fare organizations were cut 25 to 30 
per cent by the last legislature, an 
exception was made in appropria- 
tions for children’s services and the 
field of mental retardation. In fact, 
in this case money was actually in- 
creased a considerable amount over 
that asked. On the national scene, 
Dr. Bair said that in the last two 
years, largely through the efforts of 
legislators like Representative John 
Fogerty, Senator Lister Hill, and oth- 
ers, adequate funds to tackle research 
in this field are becoming available. 

“The advances in our ability to 
deal with mental deficiency have 
been relatively recent,” he said. 
“Studies are appearing in the non- 
organic fields that have demonstrated 
that, if adequate psychiatric, educa- 
tional, social, and vocational serv- 


ices are available, a great number of 
those whose mental deficiency or re- 
tardation is mild are able to find 
work and keep their jobs successfully 
without the necessity of prolonged 
residential institutional care. The 
Senate Appropriations Subcommit- 
tee, in justifying an increase of six 
and a half million dollars to the Na- 
tional Institute of Mental Health and 
National Institute of Neurological 
Diseases, noted: “There is_ solid 
ground for believing that many more 
neurological disorders than is now 
known to be the case arise from pre- 
natal influences. For this reason, the 
time is ripe for full-scale efforts to 
determine the extent to which ad- 
verse conditions during this period 
are responsible for neurological dis- 
orders.’ 

Dr. Bair’s opening statement con- 
tinues: 

“In the last several years public 
education and interest have been such 
that the subject has become quite 
popular and has captured the fancy 
of many, many people, both lay and 
professional. Here again is a situa- 
tion that is so intertwined in our 
everyday affairs that it makes itself 
felt in a myriad of ways. But it has 
been my observation that the subject 
has been treated by physicians, and 
particularly psychiatrists, in a rather 
off-hand manner. Not too many of us 


Participants: Richard E. Bartman, M.D., Kan.; Charles K. Bush, M.D., 
Wash., D. C.; Dr. E. Cunningham Dax, Australia; Mr. Bernard Dolnick, 
Ind.; Donald H. Jolly, M.D., Ind.; Granville L. Jones, M.D., Ark.; Hans 
Meyer, M.D., Ind.; Dr. H. C. Moorhouse, Ont., Canada; Benedict Nagler, 
M.D., Va.; Francis J. O’Neill, M.D., N. Y.; Hyman Pleasure, M.D., N. Y.; 
W. I. Prichard, M.D., Va.; Mrs. Anna T. Scruggs, Okla.; Frank V. Smith, 
M.D., Kan.; Gale H. Walker, M.D., Pa. 
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mental deficiency could definitely be 
construed as a field for active neuro 
psychiatric endeavor. The psychiatric 
team approach (active psychiatric 
treatment with psychotherapy, group 
therapy, neurological study, ataracti¢ 
drug therapy, and milieu therapy) 
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in a psychiatric setting has been 
found to be, where actively and 
diligently applied, very successful in 
the treatment of mental illness. It 
would seem, therefore, that these 
proven techniques should be found 
very useful when actively applied to 
the problems of the mentally retard- 
ed and their families. 


“More and more community serv- 
ices in which psychiatry can play a 
significant part are now available to 
the mentally retarded and their pa- 
rents. Even more are needed and 
should be made available. The end re- 
sult of this should be that no one 
ought to be hospitalized unless the 
hospital has something specific to of- 
fer. One would also question, in the 
light of the indistinct and problemati- 
cal borderlines between mental illness, 
mental deficiency, and anti-social be- 
havior, just how much need we really 
have for highly sub-specialized insti- 
tutions. Institutions especially for ep- 
ileptics are becoming passé. I wonder 
about colonies, homes and _ schools 
for the deficient. It is often difficult 
to distinguish between a_ psychotic 
and a defective child. Often the treat- 
ment needs of a patient do not de- 
pend upon diagnosis. In fact, present 
day research is already finding more 
and more common areas between men- 
tal illness and mental deficiency. 


Psychiatry Must Take Responsibility 


“Psychiatry is a branch of med- 
icine, but, more than that, psychiatry 
is becoming a social science as well. 
Psychiatrists have recognized the tre- 
mendous sociological implications of 
mental illness, the value of commu- 
nity organization in mental health, 
and the fact that personality struc- 
ture and emotional maladjustments 
are often significant factors in eco- 
nomic and political affairs. We can 


practice psychiatry purely as a med- 
ically oriented specialty, in which 
case we will sharply circumscribe our 
field of activity, or we can accept a 
larger view as to the field of psychi- 
atry and become involved in over- 
lapping activities with many of the 
social sciences. For the past thirty 
years or more, psychiatry has taken 
the latter path. We have claimed 
competence in the entire field of in- 
‘erpersonal relationships and have 
taken leadership in many programs 
that go far beyond the purely med- 


ical area. Historically, psychiatry has 
been charged with the responsibility 
of caring for the mentally ill and 
mentally retarded child, and we have 
done this, although to a large extent 
in a custodial way. Our profession 
has this heritage and the prestige of 
its position. We have organized sys- 
tems for the care of the mentally ill 
and the mentally retarded, and we 
have organizational and administra- 
tive skills. We are now faced with tre- 
mendous pressures to move out of 
our traditional mode of approach to 
the problem and attack the issues in 
other areas. The need and the de- 
mand are there, and they will be met. 

“If psychiatry does not provide the 
services which are demanded, other 
disciplines will. We must take more 
responsibility for positive community 
leadership in this field. We must be- 
come intimately associated with the 
probate courts, community agencies, 
and educators, and take positive lead- 
ership roles in the development of 
all-inclusive community programs 
aimed at meeting the needs of the 
mentally retarded. We must acquire 
intimate knowledge of and some 
modicum of skills in other areas of 
social science and not assume that our 
medical degree confers upon us an 
absolute omniscience. To a large ex- 
tent our role in the area of mental de- 
ficiency will be one of giving direc- 
tion, coordinating, and administer- 
ing, rather than providing direct psy- 
chiatric services. 

“Other disciplines concerned with 
the care of the mentally retarded have 
looked to us for leadership for many 
years, and, in many instances, are be- 
coming impatient with our lack of 
positive direction. If we do not view 
this problem in its totality and accept 
the responsibility that is now ours, 
other disciplines will assume primary 
roles. I have no particular concern if 
other disciplines do take over this job 
if it is clearly indicated that this is a 
logical step. But at the present time 
it appears that psychiatry is best pre- 
pared by tradition and experience to 
do the job. Let us not shirk our re- 
sponsibilities. 

“Mental retardation offers us all a 
challenge. We are challenged, not 
only by the guilt of inadequate serv- 
ices and personnel, but also by the 
promise of a new era where treatment 
rather than custody comes to the fore, 


where preventive programs for chil- 
dren are ever present. The promotion 
of intellectual health as a part of 
mental health is a tremendous chal- 
lenge to our society, not only for its 
sickest members, but for the total 
population. This is an area of great 
need, which requires comprehensive 
planning. 

“As you no doubt assume, I don’t 
feel that we do have enough interest 
from psychiatrists in genera! in this 
particular field. I don’t think they 
realize how much attention is being 
given to this particular field by vari- 
ous organizations, particularly the 
National Association for Retarded 
Children and others. 


“The recent action of Congress also 
presents us with a challenge of being 
able to utilize these research funds 
in an economical and effective way. 
There aren’t too many places in the 
United States where the set-ups are 
such that these funds can be utilized 
adequately.” 


A Large—Not a Small—Problem 


Taking up the subject of statistics, 
Dr. Walker said the figure of 150,000 
patients in institutions was not a 
startling one, but it was not the whole 
picture. “If you consider this in terms 
of patient days and the length of in- 
stitutional stay you come up with a 
different concept,” he said. “Then, in 
addition, if you add the picture of 
the waiting list which plagues most 
states in this field, you come up with 
still a worse problem. My own insti- 
tution has a waiting list of over 50 
per cent of patient population. Add 
to that the individuals handled in 
one way or another in community 
facilities, and you have a large prob- 
lem—not the small one that seems to 
be suggested.” 

Dr. Bush buttressed this statement, 
bringing up figures of the total prob- 
lem. “It has been estimated that only 
one out of every ten mental defec- 
tives is in an institution,” he said. 
“With the figure of 150,000 in insti- 
tutions, that means 1,500,000 total in 
the country.” 

Getting back to the subject of 
length of stay in the institution (the 
reference to one in every four of the 
patients remaining 40 years or more) , 
Mr. Dolnick cautioned against draw- 
ing conclusions without going further 
into the facts behind this. He recalled 
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a newspaper story about length of 
stay at one institution which had 
been written with no analysis of the 
social factors involved. The report 
declared that approximately two- 
thirds of the residents in the school 
from a certain county could be re- 
leased if proper educational facilities 
were provided. He had a statistical 
study made to determine why some 
remained in residence for a long pe- 
riod of time. Among things that made 
it almost impossible to return many 
children to the community were: 
homes with one or both parents de- 
ceased or institutionalized or a home 
situation which made it an undesir- 
able environment. 

Dr. Dax said there is too little un- 
derstanding of the great possibilities 
for research in this field. “It is an 
extremely fertile field, since so much 
of mental deficiency is in fact a 
caricature of the normal,” he said. 
Dr. Bair agreed this was a very in- 
teresting point, and one that should 
be elaborated on. “We see here a 
basic and simplified form of all psy- 
chiatric disorders, almost a primer,” 
he said. “I think the teaching poten- 
tial of these cases is extremely good.” 
In his institution, he said, they have 
come to believe it is a good introduc- 
tion to the teaching of psychiatric 
residents. 


Residents Seldom See Deficiency 


Dr. Nagler said psychiatric resi- 
dents have rarely seen the problem of 
mental deficiency in the hospital, and 
the same is true of non-psychiatric 
residents. He felt that a resident train- 
ing program, perhaps a fellowship for 
psychiatrists and pediatricians, should 
be developed. This would encourage 
the younger physicians when they go 
into specialty practice to devote full 
or part time to this problem. Also, 
he suggested a crash program of re- 
search to find the causes. This ap- 
proach has been successful in attack- 
ing other medical enigmas, though he 
pointed out that lacking such an ap- 
proach individuals in psychiatry and 
other sciences can go ahead on lines 
that already show promise. A clinical 
director, Dr. Meyer, agreed that, 
based on his experience, much could 
be accomplished in the field of re- 
search and training. He reported en- 
couraging results from academic ties 
with the University’s Department of 
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Psychiatry. In research, coordination 
of all disciplines is important, he 
stressed, illustrating with an example 
of using an orthopedic consultant as 
a member of the research team. 


A lively discussion revolved around 
Dr. Bair’s original suggestion that 
the topic should be presented with a 
question mark: Is mental deficiency a 
psychiatric problem? Dr. Walker 
said, “I think those in the medical 
profession have a little feeling of 
anxiety when they deal with mental 
retardation. My experience has been 
that among psychiatrists there is al- 
most equal anxiety, a desire to pull 
away. I think pediatricians in the last 
few years have shown considerably 
more interest. Work with mothers is 
leading the way to prospective gains. 
The rather sterile histories of these 
institutions need not necessarily be 
an index of what could be done in 
the future. Bluntly, the institutions 
for the mentally ill in this country 
are not what they should be. This is 
ten times as true of schools for the 
mentally retarded. This is because of 
the paucity of effort rather than the 
complication of the problem. They 
stay in rather static condition. With 
interest and support, a record could 
be made. This is occurring in some 
institutions today. It can happen in 
more of them in the future with the 
support of psychiatry and other dis- 
ciplines.” 

Dr. Bush said care and treatment 
of the mentally retarded is the step- 
child in psychiatry, just as psychiatry 
has been the stepchild of medicine. 
In the last six months, the American 
Psychiatric Association has started to 
inspect the institutions for the men- 
tally retarded. “I think we will find 
as we go along that the institutions 
for mentally retarded are some ten 
or fifteen years behind the institutions 
for the mentally ill in providing ade- 
quate housing, adequate treatment 
programs, and good care,” he said. 
There is much more overcrowding in 
these institutions than in mental hos- 
pitals, he added. 

A provocative statement by Dr. 
Jones was: “Psychiatrists generally 
are most disinterested in this field. I 
think that is understandable. The 
physician is trained to cure. Mental 
deficiency is a lack of something, and 
it is a lack that cannot be cured by a 
prosthesis. If there is nothing that 


you can cure, and, on the other hand School 
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posed symptomatic disorder, it iff pormal 
merely a matter of deficiency in inf what n 
tellectual capacity. I see no reasonf neakin 
why they should come into an insti out dep 
tution. They should be given ade adequa 
quate social guidance in the home§jional | 
and I think more and more we willl jhother 
see this taking place.” ble. TI 

Dr. Bair conceded that, unforte- tally de 
nately, Dr. Jones is probably right in 
his assumption about how most doc 
tors and psychiatrists feel about ths 
field. He confessed that six years ago 
he would have agreed. But he singled 
out the statement that mental defec 
tives can be helped, and emphasized 
the need for help from the variow 
professions working in mental hos 
pitals. It is believed that somewhere 
between 50 and 80 per cent of mental 
defectives in institutions have ot 
chiatric problems and _ disorders 
which points up how much the 
could benefit from psychiatric care. 


Comparable to Attack on Epilepsy 

Dr. Nagler compared the problem 
with that of the attack on epilepsg Sveral | 
“We had that problem for about § Dr. B 
years. We thought nothing could be carifyin 
done about epilepsy. Psychiatry about 
the leadership here, and today tions. “ 
hear that institutions for epilepsy aj matter ; 
passé. Rehabilitation for the mental therape 
retarded is at about in the same plac psychiat 
epilepsy was 30 years ago. Is it tha treme; 
teacher’s problem? Is it the psychol™ adminis: 
gist’s problem? Is it the neurologist tions, w 
problem? Or whose?” cation a 
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Butlerville, Indiana, saw an 
can bel increasing interest on the part of 
> pros nediatricians, geneticists, biochemists, 
ement Band the parents themselves, but not 
at MOSBon the part of psychiatrists. “The 
of ouf educators are ahead of us in assuming 
ork on responsibility for the training, but 
» aMBour outpatient clinics in psychiatry 
at YOUR and the psychiatric treatment within 
L know§ our schools for the mentally retarded 
‘asingh§ continue to be severely neglected,” he 
1al jobi§ wid. “Let's consider why these people 
in thifare actually in the institution. The 
to the ren per cent who are in institutions 
t right} presumably have a correctable psy- 
ty hard§ chiatric disorder, or there is some so- 
his is aM jal situation which has made it im- 
ught to possible for them to live at home. 
wn, thi They are there because they have 
way Of some severe psychoneurotic or be- 
rson havior defect or character disorder. 
sociely.§ These disorders are just as treatable 
uperim§ in the mentally retarded as in the 
It Minormal individual. They are some- 
more easily defined, medically 
reason speaking. They can be treated with- 
in Imst+§ out depth therapy. They respond more 
en ade adequately to supportive, inspira- 
> home§ tional therapy, including group psy- 
we willl chotherapy. Rehabilitation is possi- 
ble. This ten per cent of the men- 
unfort§ tally defective, not cared for in the 
right § community, are people for whom we 
ost doBhave some responsibility as psychia- 
out thf trists. In my opinion, they are no dif- 
cars ferent than the psychotics who are 
single’ in the state hospital.” 
ul defect Dy. Prichard agreed that the medi- 
profession, and primarily psy- 
varios chiatrists, should direct the other 
tal ho disciplines in caring for the defective. 
newhe'#T think that is certainly the most 
men eficient and effective means we have 
ve administering institutions for de- 
isorden, fectives today,” he said. Dr. Smith 
ch the, said, “I think this is our problem as 
care. psychiatrists, as medical men, to di- 
ipileps rect this program. Dr. Bair has been 
problem doing just this in Kansas for the last 
epileps: several years.” 
ibout "§ Dr. Bair suggested that perhaps a 
sould clarifying statement should be made 
try too about the supervisory role in institu- 
day Wi tions. “I think our thinking on the 
lepsy aj Matter is that as far as hospitals and 
mental therapeutic units are concerned, the 
me plac psychiatrist most certainly does have 
[s it tha tremendous amount to offer in an 
psycho administrative role. In other institu- 
rologis'§ tions, where the emphasis is on edu- 
cation and training, perhaps the role 
ick Stal there would not be so strong. I be- 


lieve that the psychiatrist works most 
effectively in a mental institution 
with a total push approach. We have 
found in our experience that this is 
even more true in working with the 
mentally retarded. We have adopted 
a very simple technique in our insti- 
tution of accepting any qualified disci- 
pline having something to offer in 
this particular field. In fact, our pa- 
tients are seen by thirteen different 
departments. We find that psychiatric 
leadership works very well, the work 
becoming a matter of supervising and 
coordinating the various disciplines. 
We also try to give them understand- 
ing of the children. This approach 
is used from the psychiatric aide to 
the more complicated disciplines.” 
Considering the admitted paucity of 
psychiatric interest in this field, he 
doubted that psychiatrists were pre- 
pared to take over all the institutions. 
He asked for the viewpoint of admin- 
istrators. 


Mr. Dolnik said that though his 
institution used the education and 
training approach, he did believe the 
psychiatric approach and multi-dis- 
ciplinary emphasis was important. He 
said they had recently embarked on 
a program to bring in psychiatry 
and allied disciplines, and expressed 
interest in stronger ties between 
schools for the mentally retarded and 
mental hospitals, a better working re- 
lationship with the community, and 
a better tie-in with the American 
Psychiatric Association. 

Mrs. Anna Scruggs, a lay adminis- 
trator from Oklahoma, said she found 
the Mental Hospital Institute and the 
A.P.A. of great help. Her institu- 
tion has a psychiatrist in a consultant 
capacity three days a week. 


Advantages of Day Center Care 


Possibilities for the treatment of re- 
tarded children in day centers came 
in for considerable discussion. Dr. 
Dax pointed out the advantages of 
this. It offers opportunity to educate 
the children to the maximum of 
their ability. It puts them in a set- 
ting where research is possible. The 
children have companionship, and 
the parents have some relief from 
looking after them. From the state’s 
point of view, day centers are cheaper 
than institutional care. 

Two New York state physicians, 
Drs. O'Neill and Pleasure, who had 


visited a day care service for retarded 
children and adults in England, gave 
enthusiastic accounts of results there 
with this approach. Under the super- 
vision of Dr. Poole at Oldham, a 
suburb of Manchester, the center has 
facilities for education and training. 
Bus service is provided by using 
vehicles formerly serving as ambu- 
lances. Through arrangements with 
private industries, actual job assign- 
ments are secured and the work is 
turned out at the center. The work 
is paid for. Simple assembly jobs are 
carried out, and some patients even 
work with power machinery. This 
work provides a boost to the morale 
of these mental defectives, and re- 
lieves their families of constant care. 
As an added service, to enable fami- 
lies to take vacations, the retarded 
children are placed in hospital on a 
voluntary basis for a few weeks each 
year while their parents are away. 


Work with Parents is Vital 


A driving force in organization of 
day care in this country has been the 
National Association for Retarded 
Children. Dr. Moorhouse said this or- 
ganization is growing fast in Ontario, 
chapters being formed in towns across 
the province. Because of the waiting 
lists at schools, chapters have made a 
drive for funds to provide for space 
and teachers for day care. The pro- 
vincial government is now lending 
support. Dr. Prichard said the emer- 
gence of this group presented another 
strong argument why psychiatry 
should carry the ball in this field, 
helping such groups to, develop a 
sound program in the community. 
Mrs. Scruggs suggested consideration 
of progress being made in public edu- 
cation of parents. She described 
N.A.R.C. as an organization past its 
growing pains, but one with a lot of 
problems, and, in some _ instances, 
poor direction. She urged psychiatrists 
and other professional groups to work 
with parents and encourage them to 
keep their children at home rather 
than place them in custodial institu- 
tions. Dr. Bair impressed on everyone 
present the importance of working 
with N.A.R.C.’s local, state, and re- 
gional units. A few “old faithfuls” 
have worked with them in the past, 
he said, but they have not received 
the full cooperation from psychiatrists 
which they need. 
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INVENTORY CONTROLS AND WAREHOUSING 


Intelligent controls and centralized records are vital in the area of supplies and 
equipment. Good inventorying demands centralization; centralization requires 
warehousing. By-products are improved purchasing methods, standardization 
of requisition, better interdepartmental cooperation and improved employee 


relations. 


Discussion Leader: Mr. WILLIAM BRENIZER, Indiana 


CONTROLS and central- 
ized records are vital in the area 
of supplies and equipment. Good in- 
ventory demands centralization, cen- 
tralization requires warehousing.” 
This was the premise from which this 
discussion started, with Mr. Brenizer 
describing how this was carried out in 
one institution. 

This frame of reference was cate- 
gorized by one administrator freshly 
recruited from private industry as 
“political bookkeeping.” “What is 
the motive behind keeping inven- 
tories?” he demanded. “When you say 
‘inventory’ an accountant wants to 
know what kind of inventory you are 
talking about. Is it a production in- 
ventory, raw materials inventory, or 
supply inventory? In private indus- 
try, this does not mean capital assets. 
But in a mental hospital the inven- 
tory includes a used bed sheet as well 
as a bag of beans in the storeroom. In 
private industry, the motivating force 
behind inventory is a record on which 
to base tax payments. We don’t pay 
taxes, so we don’t have a motivating 
force.” 

The impelling reason for develop- 
ing an inventory system in a hospital 
is to have a sound basis for budget 
requests, was the rejoinder. “Without 
that information we fail miserably,” 
said a business manager. 

The discussion revolved around the 
practices of state hospitals in a state 
system. Individual practices varied, 
but discussants described an over-all 
system handled by a state purchasing 
agency which requisitioned the sup- 
plies of all departments. At the local 
hospital, supplies are ordered on a 


requisition forwarded to the state 
purchasing agency; the state agency 
issues the purchase order. 

Acknowledging that there are cer- 
tain rules and regulations that are 
common to a local situation and oth- 
ers where local people can only do 
what the people at the state level 
authorize, Mr. Brenizer told how his 
hospital worked out the ground rules 
for inventory controls and warehous- 
ing. Aside from local purchase au- 
thority for small purchases, all pro- 
curement is handled on a state basis. 

The system was organized after a 
new warehouse was constructed as 
part of the cold storage plant. Inven- 
tories scattered in a half dozen base- 
ments and attics were brought to- 
gether. The inventory control system, 
originally in the business office, was 
moved to an office in the warehouse 
and manned jointly by the Chief In- 
ventory Clerk and the Chief Ware- 
house Supervisor, who report directly 
to the business office. 


Flow of Supplies Facilitated 


The office with an inventory con- 
trol system is in a better position to 
keep the flow of supplies going to the 
various departments when and as 
they are needed without maintaining 
a large stockpile or inventory so far 
as the entire institution is concerned. 
Inventory records show the quality 
and the quantity on hand of any 
given item at a particular time. These 
records will also reveal the last source 
of supply (the vendor), the cost of 
the item when last bought, and the 
usage of the item over a given period. 


Alexis Tarumianz, Del. 


Participants: Mr. Brubaker, Ohio; Mr. H. L. Carter, Cal.; Mr. Daniel J. 
Doran, N. Y.; Miss Jewelle Dugger, Okla.; Mr. R. V. Goodman, Jr., Cal.; 
Mr. E. A. Hall, Jr., 8. C.; Mr. Edward F. Merten, Ill.; Mr. Angus J. Nault, 
Mich.; Mr. Conrad W. Peterson, Minn.; Mrs. Anna T. Scruggs, Okla.; Mr. 
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This last, naturally, will determin 
re-order dates. 

At budget-making sessions, the in 
ventory saves embarrassment and pm 
vides quick answers. It also enable 
management to give the state p 
chasing office quick answers to q 
ries about supplies on hand at an 
time. 

Making actual physical inventor 


- is a cooperative job in which the ¢ 


partments participate. Not only dog 
this get a big job done in less time 
it makes department heads realiz 
their responsibility for inventor 
items. Inter-hospital requisition form 
are used, and a regular order day i 
established for each department. 0 
course, provision is made for interis 
supplies on an emergency basis. Som 
of the advantages are: You can fur 
nish the department head with 
liable figures on the stock of am 
item. He learns that he doesn’t hav 
to keep a large stock in his own d 
partment, which, incidentally, r 
duces loss from theft and pilfering 
The _institution’s total inventor 
figures are more accurate. 

At the warehouse, the basic unil 
of the accounts system is the bin cari 
Samples of this were available. Mi 
Brenizer was emphatic that the ss 
tem will not work unless this basiq 
record is kept accurately. Only av 
thorized personnel should have acces 
to the bins. Each transaction is ¢ 
tered on the bin card, and _periodif 
spot checks are made by the inv 
tory department. 

A drug requisition form is used fe 
interchange with the pharmacy. A 
supplies are first received at the wat 
house. Drugs are not dispensed frd 
there, but are sent on requisition ™ 
the pharmacy in the bulk lots 
which they are received. The w 
house does not maintain an inv 
tory of the pharmacy, which keeps i! 
own inventory. 
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A sharp divergence about the de- 
sirability of adopting some of these 
methods was expressed in the discus- 
sion. The manner in which pharmacy 
supplies are handled varies widely. 
One administrator reported bad re- 
sults from handling drugs in a cen- 
tral stcreroom. Consequently pharma- 
cy supplies are delivered to and 
checked in by the pharmacist. He 
contended that only by this system 
can an intelligent check be made on 
whether the exact items ordered have 
been delivered. Another reported that 
requisitioned drugs were received at 
the warehouse, but were then sent to 
the pharmacist, who was accountable 
to the business office for the inven- 
tory. However, having chemical ma- 
terials sent to the pharmacy and not 
the warehouse resulted in a mix-up 
in another hospital. Here hundreds 
of dollars worth of an insect spray 
were routed to the drug center and 
lost, for all practical purposes, to the 
housekeeping units, which waited for 
three years for their delivery. (And 
proving that things go awry with the 
best of all possible systems, one ware- 
house lost, without a clue, a valuable 
shipment of medical books which 
were routed by a storeroom clerk to 
the butcher shop.) 


Who Audits the Auditor? 


Further details of handling of 
pharmaceuticals brought the sugges- 
tion that the pharmacist should visit 
all drug stations within units month- 
ly, auditing supplies, making sure 
units are not over-supplied, checking 
to see bottles are labeled, and similar 
details. Another idea for stabilizing 
the ward unit inventory may be to 
have the requisition give information 
about the quantity of a supply pres- 
ently at hand. Mr. Brenizer described 
a Drug Committee, composed of two 
doctors and the pharmacist, which 
frames general policies aimed to pre- 
vent over-stocking of drugs and to 
encourage proper utilization of phar- 
maceuticals already in inventory. 

Speaking of audits, a man who is 
an auditor himself asked: “Who au- 
dits the auditor?” State management 
practices often provide for this. In 
one state, a store inspector calls at 
each institution every two or three 
months. This man makes a spot check 
of from fifty to one hundred and fifty 
items. Also, business managers, using 


a form devised for the purpose, make 
an interim check of some items and 
file a report with the central office. 
In all the systems discussed, sup- 
plies are ordered in response to an 
official requisition. That requisition 
is initiated through the business of- 
fice, rather than the inventory-ware- 
house office. Whether the warehouse, 
which receives the supplies, should 
have a copy of the requisition was a 
moot point. The discussion leader 
described a plan where the warehouse 
checks in supplies received and no- 
tifies the business office, but does not 
know the actual quantity ordered. 


“If your supply officer, who is go- 
ing to receive the merchandise, 
doesn’t have a copy of the hospital's 
requisition, you surely get far afield,” 
an administrator said. This comment 
was based on the slips that can be 
made in re-copying an order from the 
original requisition when a purchase 
order is issued. “One hundred bags, 
with the addition of a single zero, 
can become one thousand bags. The 
difference, in an over-purchase, could 
have a serious effect on a budget. 
But if the storeroom keeper has a 
copy of the hospital’s original requi- 
sition, this error is caught when the 
goods are delivered.” 


The opposite recommendation was 
voiced by another speaker: The re- 
ceiving clerk or warehouseman should 
make an independent count of mer- 
chandise received and report receipts 
to the business office. The business 
office should check this report against 
the original request. This makes cer- 
tain that the receiving clerk does not 
take a short-cut and just indicate that 
all the supplies ordered were re- 
ceived. 


The storekeeper should get a copy 
of all requisitions and purchase or- 
ders, should check in items received, 
and should report to the accounting 
department so the vendor will be 
paid, according to the experience of 
another hospital. The administrator 
reported that with such a system sup- 
pliers are paid within thirty days. “I 
can remember when vendors had to 
wait nine months for payment,” he 
said. “Under our present system they 
are anxious for state business.” 


If a good inventory system con- 
stitutes a control, does it provide 
quality control? It was explained that 


inventory can be used as a quality 
control in the case of motor vehicles. 
For example, the inventory office has 
a card system which tells how much 
gasoline and oil the vehicle is using; 
how much is spent for repairs and 
what they are; and gives other perti- 
nent information. This gives a quick 
and accurate picture of service ren- 
dered for any period of time. It is also 
helpful information to have when 
decisions are being made as to whether 
to condemn equipment as no longer 
usable. But this concerns equipment 
inventory, and is separate from con- 
sumable supplies, it was protested. 


Specs Established and Met 


In some states quality control is 
provided by systems instituted and 
conducted by the state purchasing 
agency. First of all, specifications are 
established for all items. Further, 
group meetings are conducted to edu- 
cate responsible personnel in super- 
vising quality of the delivered orders. 
The specifications are outlined, and 
personnel are instructed how to check 
to see if merchandise is up to stand- 
ard. In other words, the person re- 
sponsible for receiving the supplies 
has to become more or less an expert 
in this field. If substandard supplies 
are received, they can be rejected and 
reported to the purchasing division, 
which will follow up on the com- 
plaint. For example, specifications 
might require that ground beef 
should be no more than twenty-five 
per cent fat. A purchasing division 
learns to recognize excesses beyond 
this margin, laboratory. tests will give 
confirmation, and vendors quickly 
learn the importance of shipping 
quality merchandise. A vendor who 
was a chronic offender would be 
taken off the bid list. 

Another solution to quality control 
of foodstuffs may be the use of a 
Department of Agriculture inspector. 
One state system benefits from the 
services of a standards engineer in 
the state purchasing office. 

A pilot installation in one institu- 
tion in Illinois of an IBM stores ac- 
counting system was reported. This 
will be tested for two years. Both 
proposals and purchase orders for 
vendors will be written on IBM ma- 
chines used at the hospital and in the 
state purchasing office. 
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ent WHEELER, REV. WILBER F., State Hospital, Logansport 
‘ St. Elizabeths Hospital DEAN, H. T., Bus. Admin., DOLGOFF, THOMAS, Exec. Asst., 
er WOODWARD, PHYLLIS, Admin. Asst., State School, Ft. Wayne Menninger Foundation, Topeka 
AP.A. Mental Hospital Service DOLNICK, BERNARD, Supt., EATON, MERRILL T., MD. 
State School, Ft. Wayne Chief Clin. Serv., Dept. Psych., Kansas Univ. 
ger, FLORIDA GINSBERG, S. T., M.D., Comnr., Med. Center, Kansas City 
BENBOW, J. T., M.D., Clin. Dir., Div. Mental Health, Indianapolis EDIGER, ELMER, 
as Florida State Hosp., Chattahoochee HOGLE, FRANK D., M.D., Asst. Supt. Mennonite Mental Health Serv., Newton 
EATON, REGINALD C., M.D., State Hospital, Logansport FELDMAN, PAUL E., M.D., — 
¥ Florida State Hospital, Chattahoochee JOLLY, DONALD H., MD., Dir. Res. & Educ., State Hosp., Topeka 
N EICHERT, ARNOLD H., M.D., Supt., Muscatatuck State School, Butlerville HESHER, E. WAYNE, Bus. Mgr., 
South Florida State Hospital, Hollywood JONES, G. T., 
KING, SONIA L., R.N., Div. Nurs. Spvr., State Hospital, E ill ° The ve: thy 
anager, Jackson Meml. Hosp., Miami JORD Menninger Foundation, Topeka 
| PARKS, LOIS, State Hospital, No. Madison KEISER, 
ackson Memorial Hospital, Miami : ersonne nsult. Div. Inst. Management, 
Supt, # = Reynolds, Smith & Hills, Jacksonville gry MALBAN, JOHN, Exec. Asst., 
J: a apt. Educ. Dept., Menninger Found., Topeka 
te GEORGIA McWHORTER, MRS. BARABARA, 
= BLOOMBERG, WILFRED, M.D LeROY, JACQUES, Exec. Officer, , Dietetic Consult., Div. Inst. Management, 
Carter Memorial Hospital, Indianapolis State Dept. of Social Welfare, Topeka 
” Southern Reg. Educ. Board, Atlanta 
HURDER, WILLIAM P. LOUGHLIN, L. MENNINGER, ROBERT G., M_D., 
Asst. Dir. for Mental Health, Cait. Sat, Center, Indianapolis Menninger Foundation, Topeka 
at., Southern Reg. Educ. Bd., Atlanta MAINES, ARVIN L., Bus. Admin., MILLS, J. RUSSELL, Bus. Mgr., 
town State Hospital, Logansport State Hosp., Osawatomie 
IDAHO McATEE, OTT B., M.D., Supt., PAWL, EUGENE J., Staff Asst. Personnel, 
BOYD, EUGENE G., Bus. Adm., State Hospital, No. Madion State Hosp., Osawatomie 
- State Hospital South, Blackfoot MEYER, HANS, M.D., Clin. Dir., REINERT, R. E., MD, 
BUTLER, JOHN L., M.D., Director, VA Hospital, Topeka 
Mental Health Div., State Board Health, SHEFFEL, IRVING, Controller, 
Boise Menninger Foundation, ‘Topeka 
HARRIS, JOHN, Chief Soc. Worker, MOSIER, J. M., M.D., Supt., SMITH, FRANK V., M.D., Asst. Dir., 
st State Hospital South, Blackfoot State Hospital, New Castle Div. Inst. Management, State Dept of 
SCHWEITZER, CLETUS R., Chief, RAUCH, GEORGE H., Social Welfare, Topeka 
Inst. Section, State Board Health, Boise P ZUBOWICZ, GEORGE, M.D., Supt., 
t Anal, REED, PHILIP B., M.D., State Hospital, Osawatomie 
ILLINOIS Norways Foundation, Indianapolis 
: BOURKE, WILLIAM W., M.D., Mgr., RIETMAN, H. J., MD., KENTUCKY 
VA Hospital, Downey State Hospital, Evansville BARTON, REV. CLARENCE Y., 
BRAY, CATHERINE L., VA Hospital, SAVAGE, MARY, Central State Hospital, Lakeland 
Downey State Hospital, New Castle FOX, WALTER, nto —_ 
HAFFRON, DANIEL, M.D., Supt., SMOCK, SIDNEY, Bus. Admin., Central State Hospital, Lakeland 
State Hospital, Elgin Central State Hospital, Indianapolis GRAGG, LOGAN, M.D., Supt., 
pard KLEIN, ROBERT H., Consultant, SMOCK, MRS. SIDNEY, Eastern State Hosp., Lexington 
A.P.A. Mental Hospital Service, Chicago Central State Hospital, Indianapolis HAYES, RAY H., M.D., 
LANIER, ROBERT E., Asst. Dep. Dir., SOUTHWORTH, J. A., M.D., Supt., Eastern St. Hosp., Lexington 
Dept. Public Welfare, Springfield State Hospital, Logansport ILLINGWORTH, MARGARET W., 
MADDUX, JAMES F., M.D SOUTHWORTH, Mrs. J. A Dis. Porch. Soc. WHER, Sines 
Mental Health Consult., Region V, State Hospital, Logansport. pital, Lexington 
! USP.HS., Chica , JOHNSTONE, J. S., Hosp. Admin., 
STEWART, DORRIS, RN., Kentucky State Hospital, Danville 
MERTEN, EDWARD F., Director, Psych. Nursg. Consult. y 
Dept. of Welfare, Springfield Div. Mental Health, Indianapolis KNOWLES, R. R., M.D., Clin. Dir., 
STECK, R. C., M.D., Supt., TASHER, DEAN C., M.D., Med. Dir., Kentucky State Hospital, Danville 
lIness State Hospital, Anna Beatty Mem. Hospital, Westville LANTER, C. T., Fiscal Officer, 
WOLFF, A. H., M.D., THOMPSON, MARVIN, Dept, Louies 
State Hospital, East Moline Muscatatuck State School, Butlerville 
astern State Hosp., Lexington 
INDIANA \OWA McPHEETERS, H. L., M.D., Comnr., 
ANDERSON, MILTON H., M.D. BRINEGAR, WILLARD C., M.D., Supt., Dept. of Mental Health, Louisville 


Med. Supt., State Hospital, Evansville Mental Health Institute, Cherokee MORRIS, C. W., M.D., Clin. Dir., 
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Central State Hosp., Lakeland 


PURVIS, DONALD, Engineering Consult., 


Dept. of Mental Health, Louisville 
SHROPSHIRE, DONALD G., Bus. Admin., 
Eastern State Hospital, Lexington 
WRIGHT, LESLIE H., M.D., Supt., 
Kentucky State Hospital, Danville 


LOUISIANA 
DAVIS, GEORGE W., JR., M.D., Supt., 
S. E. Louisiana Hospital, Mandeville 
ZIZKA, REV. ERNEST, Chaplain, 
Central La. State Hospital, Pineville 


MAINE 
POOLER, HAROLD A., M.D., Supt., 
State Hosp., Bangor 
SLEEPER, FRANCIS H., M.D., Supt., 
State Hosp., Augusta 


MARYLAND 
ADLAND, MARVIN L., M.D., Clin. 
Chestnut Lodge, Rockville 
CLEARY, LOUIS F., M.D., Clin. Dir., 
Seton Institute, Baltimore 
DEPNER, RUDOLPH, M.D., Asst. Comnr., 
Dept. of Mental Hygiene, Baltimore 
DeWITT, HENRIETTA B., Dir. Soc. Serv., 
Dept. of Mental Hygiene, Baltimore 
FELIX, ROBERT H., M.D., Dir., 
Natl. Institute Mental Health, Bethesda 
GARDNER, ROBERT E., M.D., Supt., 
Springfield State Hosp., Sykesville 
GUTTMACHER, MANFRED M.D., 
Chief Med. Off., Supreme Bench 
of Baltimore 
HEWITT, ROBERT T., M.D., Med. Dir., 
NIMH, Bethesda 
HILDRETH, HAROLD M., Ph.D., 
Consult. Psychologist, NIMH, Bethesda 
KNEE, MRS. RUTH L, 
Psych. Soc. Work Consult, 
Bethesda 
MORGAN, TIRZAH M., R.N., 
Psych. Nurse Consult., NIMH, Bethesda 
MOSS, ELIZABETH, Admin. Asst., 
State Hosp., Crownsville 
MURDOCK, H. M., M.D., Med. Dir., 
Sheppard-Pratt Hospital, Towson 
OZARIN, LUCY D., M.D., 
Industrial Psych., NIMH, Bethesda 
PADULA, HELEN, Chief Supvr. Soc. Work, 
Spring Grove State Hosp., Catonsville 
SEWALL, LEE G., M.D., Manager, 
VA Hospital, Perry Point 
SHALIT, PEARL, R.N., 
Chief Mental Health Nurse, 
Bethesda 


MASSACHUSETTS 
BOWER, WILLIS H., M.D., 
McLean Hospital, Waverly 
DYKENS, JAMES W., M.D., 
Asst. to Comnr., Dept. of Mental Health, 
Boston 
GLASS, W. EVERETT, M.D., Supt., 
State Hospital, Taunton 
MISHLER, ELLIOT G., Res. Asso., 
Joint Commission Mental Illness & Health, 
Cambridge 
SHEA, JOHN T., M.D., Supt., 
State Hospital, Foxboro 
SIMON, BENJAMIN, M_.D., Dir., 
Ring Sanatorium, Arlington 
SOLOMON, HARRY, M_.D., 


Dir., 


NIMH, 


NIMH, 


President, A.P.A., 
Mass. Mental Health Ctr., Boston 
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MICHIGAN 
BAX, GERALD A., Bus. Exec., 
State Hospital, Pontiac 
BECKER, ANNE W., M.D., 
State Hospital, Pontiac 
CHRISTMAN, Luther, R.N 
Nursing Consult., Dept. of Mental Health, 
Lansing 
CULVER, MRS. M. G., Soc. Work Consult., 
Dept. Mental Health, Lansing 
DUNN, CHARLES, M.D., 
State Hosp., Traverse City 
EDDY, CORINNE S., M.D., 
State Hospital, Pontiac 
HAARER, JOHN G., M.D., Med. Supt., 
State Hospital, Ionia 
HODGES, JAMES C., 
Mich. Dept. Mental Health, Lansing 
KERR, KENNETH G., Bus. Exec., 
State Hospital, Caro 
LaCORE, IVAN A., M.D., Med. Supt., 
State Hospital, Pontiac 
LOUISELL, JAMES M., M.D., Med. Supt., 
Fort Custer State Home, Augusta 
MOORE, KENNETH B., M.D., Clin. Dir., 
State Hospital, Ypsilanti 
MOSHER, ROBERT F., Asst. Bus. Exec., 
State Hospital, Traverse City 
MURRAY, GRACE B., Budget Examiner, 
Dept. Admin., Dept. Mental Health, 
Lansing 
NAULT, ANGUS J., Bus. Exec., 
State Hospital, Newberry 
OBENAUF, WALTER H., M_.D., 
Asst. Med. Supt., State Hospital, Ypsilanti 


O'CONNOR, LA VERNE M., R.N., 
Dir., Nursg. State Hospital, Caro 
PETERS, R. A., Bus. Exec., 


Fort Custer State Home, Augusta 
SAGE, RONALD B., Field Repres., 
Mich. Soc. for Mental Health, Detroit 
SCHIEVE, GEORGE R., Bus. Exec., 
State Hospital, Ypsilanti 
SCHRIER, C. M., M.D., 
State Hospital, Kalamazoo 
SCOTT, LAWRENCE L., Bus. Exec., 
State Home & Training School, 

Mt. Pleasant 

STEHMAN, VERNON A., Dep. Dir., 
Dept. Mental Health, Lansing 
THOMPSON, T. W., M.D., Med. Supt., 
State Hospital, Newberry 

WAGG, CHARLES F., Director, 

Dept. of Mental Health, Lansing 
WALKER, T. C., Bus. Exec., 

State Hospital, Kalamazoo 

WERBACK, DONNA, Budget Examiner, 
Dept. of Adm., Dept. Mental Health, 
Lansing 


Supt., 


MINNESOTA 


GRIMES, B. P., M.D., Supt., 

State Hospital, St. Peter 

KARLINS, MRS. MIRIAM, 

Vol. Serv. Coord., 

Dept. of Public Welfare, St. Paul 
KJENAAS, MRS. NANCY K., 

Mental Health Consult., Dept. Pub. Wel- 
fare, St. Paul 

KOZBERG, OSCAR, M.D., Clin. Dir., 
State Hospital, Moose Lake 


KRAFVE, MELVILLE E., Dir. Adm. Serv., 
State School, Faribault 


PETERSON, CONRAD W., 
Instit. Admin. Spvr., 


Dept. of Public Welfare, St. Paul 
QUINLAN, FATHER JOS. J., 
State Hospital, Hastings 
SCHAEKEL, GEORGE B., Bus. 
State Hospital, Sandstone 


MISSISSIPPI 
HEAD, JOHN J., M.D., Clin. Dir., 
State Hospital, Whitfield 


JAQUITH, WILLIAM L., M_LD., Dir., 
State Hosp., Whitfield 


MISSOURI 
BANET, S. R., M.D., 
St. Vincent’s Hospital, St. Louis 
BRACKNEY, HARRIET W., Admin. Asst, 
Neurological Hospital, Kansas City 
GRECO, JOSEPH T., Assoc. Dir., 
Barnes Hospital, St. Louis 
HEUSLER, ANTON F., M.D., Asst. Supt, 
State Hospital, St. Louis 
KOHLER, LOUIS H., M.D., Med. Supt, 
State Hospital, St. Louis 
LUNDELL, MAE, Psych. Soc. Worker, 
State Hospital, St. Louis 
ROBERTS, MARY B., Psych. Soc. Worker, 
U.S.P.H.S., Kansas City 

“SEAMAN, ROBERT, Bus. Manager, 
State Hospital #1, Fulton 


MONTANA 


HARRINGTON, C. L., Asst. Supt., 
State Hospital, Warm Springs 


NEBRASKA 
GYSIN, WALTER M., 
State Hospital, Norfolk 
HEDMAN, LORRAINE, R.N., 
Nebraska Psychiatric Institute, Omaha 
HOOK, MARJORIE, Ed.D., R.N., 
Nebraska Psychiatric Institute, Omaha 
KRUSH, T. P., M.D., 
Nebraska Psychiatric Institute, Omaha 
PETERSON, HAROLD F., 
Nebraska Board of Control, Lincoln 
SPRADLING, F. L., M.D., Supt., 
State Hospital, Lincoln 
WITTSON, CECIL L., M.D., Dir., 
Nebraska Psychiatric Institute, Omaha 
WOLFORD, JACK A., M.D., Supt., 
State Hospital, Hastings 


NEW HAMPSHIRE 


McLANE, JOHN R., Jr., Chmn., 
N. H. Comm. on Mental Health, Concord 


NEW JERSEY 
BRUNT, HARRY H., JR., M.D., Med. Dit. 
State Hospital, Ancora, Hammonton 
CARRIER, RUSSELL N., M.D., Dir., 
Carrier Clinic, Belle Mead 
CHORLTON, RICHARD 
Chorlton & Martin, Princeton 
CRANDELL, ARCHIE, M.D., Supt., 
State Hospital, Greystone Park 
GARBER, ROBERT S., M.D., Dir., 
Neuro-Psychiatric Institute, Princeton 
GORDON, J. B., M.D., Med. Dir., 
State Hospital, Marlboro 
HARRISON, J. B., Dir., 
Tenacre Foundation, Princeton 
HARRISON, MRS. J. B., 
Tenacre Foundation, Princeton 
KENNEDY, MAY, R.N., Dir. Nrsg., 
Fair Oaks Hosp., Summit 
MAGEE, HAROLD S., M.D., Supt., 
State Hospital, Trenton 
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NEAL, JOHN T., Jr., Bus. Mgr., 
State Hospital, Greystone Park 
ROSENDALE, RICHARD, M_D., 
Christian Sanatorium, Wyckoff 
WEINBERG, MARTIN, M.D., 
State Hospital, Hammonton 


NEW MEXICO 


STILLINGER, C. G., M.D., Supt., 
State Hospital, Las Vegas 


NEW YORK 


ABRAHAMER, MRS. CECELIA T., R.N., 
Asst. Dir., Nursg., Serv., Dept. Mental 
Hygiene, Albany 

BARRIE, ROBERT, Exec. Dir., 

State Soc. for Mental Health, New York 
BAUM, THEODORE, M.D., Asst. Dir., 
State School, Rome 

BEATY, WILLIAM T., Asst. Exec. Dir., 
State Soc. for Mental Health, New York 
BECKENSTEIN, NATHAN, M_D., Dir., 
State Hospital, Brooklyn 

BUCKMAN, CHARLES, M_.D., Dir., 
State Hospital, Kings Park 

DORAN, DANIEL J., Bus. Asst. to Comnr., 
Dept. of Mental Hygiene, Albany 
FEINSTEIN, SAMUEL, M.D., 

State Hospital, Buffalo 

GORTON, JOHN V., RN., 

Psych. Nursg. Consult., Natl. League 
Nursing, New York 

HAYES, PROF. JAMES L., 

St. Bonaventure Univ., St. Bonaventure 
HUNT, ROBERT C., M.D., Dir., 

Hudson River State Hosp., Poughkeepsie 
LA BURT, H. A., M.D., Dir., 

Creedmoor State Hospital, Queens Village 
LEHMAN, REV. RICHARD J., 

Gowanda State Hospital, Helmuth 
LENEHAN, MRS. FRANCIS T., 

Mass. Dept. Mental Health, 

American Nurses Assn. Rep., New York 
LOPEZ, L. V., M.D., Manager, 

VA Hospital, Canandaigua 

NEUMANN, THEODORE W., JR., M.D., 
Falkirk in the Ramapos, Central Valley 
ODIAN, LAURA Z., M.D., 

Psychiatric Hospital, Syracuse 

O'NEILL, Francis J., M.D., Dir., 

State Hospital, Central Islip 

PENSE, ARTHUR W., M.D., Dep. Comnr., 
Dept. of Mental Hygiene, Albany 
PLEASURE, HYMAN, M_.D., Dir., 

State Hospital, Middletown 

RACKOW, LEON L., M.D., Mgr., 

VA Hospital, Montrose 

SCHUTZER, U., M.D., Dir., 

State Hospital, Binghamton 

SNOW, HERMAN B., M.D., Dir., 

St. Lawrence State Hospital, Ogdensburg 
STANLEY, ALFRED M., M.D., Dir., 
Rockland State Hospital, Orangeburg 
STEVENSON, GEORGE S., M.D., 

Natl. Assn. for Mental Health, New York 
SWIGART, RICHARD P., Exec. Dir., 
Natl. Assn. for Mental Health, New York 
TOMPKINS, HARVEY J., M.D., Dir., 
Reiss Mental Health Pavilion, 

St. Vincent’s Hospital, New York 
TRAVIS, JOHN H., M.D., Dir., 

Manhattan State Hospital, Wards Island 
UNWIN, FLORENCE R., 

Brooklyn State Hospital, Brooklyn 

NYBON, GRETA, Soc. Group Worker, 
Psychiatric Hospital, Syracuse 


NORTH CAROLINA 


BUSSE, EWALD W., M_D., 

Duke University, Durham 

CATHELL, J. L., M.D., Supt., 

State Hospital, Butner 

EASON, J. H., Asst. Bus. Mgr., 

State Hospital, Butner 

GLOTFELTY, JAMES S., M.D., Mgr., 
VA Hospital, Durham 

MURDOCH, JAMES W., M.D., Genl. Supt., 
N. C. Hospital Bd. of Control, Raleigh 


NORTH DAKOTA 


BYRNE, LYNN, Adm. Asst., 

State Hospital, Jamestown. 

FREEMAN, JOHN G., M.D., Clin. Dir., 
State Hospital, Jamestown 


OHIO 


ADAMS, WAYNE, M.S.W., Asst. Chief, 
Psy. Serv., Dept. of Mental Hygiene, 
Columbus 

AUTREY, HAROLD L., 

Univ. Hospitals, Cleveland 

BADT, FREDERICK C., M.D., 

State Hospital, Cleveland 

BECKMAN, FREDRIK W., Spvr., 

Bureau of Admin., Dept. of Mental Hy- 
giene & Corrections, Columbus 

BELLIS, GERTRUDE 

Longview State Hospital, Cincinnati 
BLACKLEY, ELEANOR A., 

Regional Treatment Center, Cleveland 
BLUMBERG, STANLEY M., 

Longview State Hospital, Cincinnati 
BOEHME, DONALD, 

Psychiatric Inst. & Hospital, Cleveland 
BOND, DOUGLAS D., M.D., 

Dept. of Psych., Western Reserve 
University, Cleveland 

BREGG, ELIZABETH, 

Western Reserve Univ., Cleveland 
BRISTOR, JIM, 

Longview State Hospital, Cincinnati 
CARSON, JAMES E., M.D., 

Psychiatric Institute & Hospital, Cleveland 
CRAWFIS, E. H., M.D., Supt., 

Regional Treatment Center, Cleveland 
DANDIGNAC, J. GORDON, 

State Hospital, Cleveland 

DEAN, ROBERT K., 

Longview State Hospital, Cincinnati 
DILLON, LOWELL O., Supt., 

State Hospital, Columbus 

EVANS, HARRISON S., M.D., Co-Dir., 
Harding Sanitarium, Worthington 
FISHER, RAYMOND, 

Western Reserve Univ., Cleveland 
GARDINER, JEAN S., PhD., 

Regional Treatment Center, Cleveland 
GROVER, WILLIAM L., M.D., Supt., 
State Hospital, Cleveland 

HAINES, ROBERT A., M.D., Director, 
oa of Mental Hygiene & Corrections, 
Columbus 

HAUPTLI, ESTHER, M.S.W., 

Chief, Psy. Serv., Dept. of Mental Hygiene 
& Corrections, Columbus 

HICKOK, CLIFFORD, M_.D., 

State Hospital, Cleveland 

HINKO, EDWARD, N. M.D., Dir., 
Receiving Hospital, Cleveland 

HOLMES, M. B., M.D., Supt., 

State Hospital, Massillon 

JACKSON, C. LINDLEY, 

Hawthornden State Hospital, Macedonia 


LATTA, JOHN D., M.D., 
State Hospital, Lima 
LEUCHTER H. J., 
Dept. of Mental Hygiene & Corrections, 
Columbus 

MENDELSON, J. A., M.D., Supt., 

State Hospital, Dayton 

MYERS, JAY G., 

Hawthornden State Hospital, Macedonia 
PARKER, JOSEPH, M.D., 
Hawthornden State Hospital, Macedonia 
PATTERSON, RALPH N., M.D., Supt., 
Psychiatric Institute & Hospital, Columbus 
PERR, IRWIN N., M.D., 

Regional Treatment Center, Cleveland 
PLANK, ROBERT, 

VA Regional Office, Cleveland 

RANGER, C. O., M.D., Supt., 

Rollman Receiving Hosp., Cincinnati 
RISTINE, L. P., M.D., Comnr., 

Div. of Mental Hygiene, Columbus 
ROBACK, HARRY N., M._D., 

VA Regional Office, Cleveland 
SANDHU, CHARAN M.D., 

State Hospital, Cleveland 

STADLER, ANTONIE, M.D., 

State Hospital, Cleveland 

STEPHENS, FRANCIS, M.D., 

Longview Hospital, Cincinnati 

STONE, BERNARD, 

Psy Soc. Work Spvr., 

Summit Co. Rec. Hospital, Cuyahoga Falls 
STOVER, W. G., M.D., 

State Hospital, Apple Creek 

WAGNER, ESTHER, Dir. Soc. Serv., 
Psychiatric Institute, Cleveland 
WALTNER, CHARLES, M_D., Clin. Dir., 
State Hospital, Cleveland 

WELLS, MRS. MARION &S., Exec. Dir., 
Ohio Mental Health Assn., Columbus 
WHITMAN, SAMUEL, Exec. Dir., 
Cleveland Mental Health Assoc., Cleveland 
ZUBER, F. JACK, 

State Hospital, Columbus 


OKLAHOMA 


BURDICK, A. M., Bus. Mgr., 

Western State Hospital, Ft. Supply 
DONAHUE, HAYDEN H., M.D., Dir., 
Dept. of Mental Health, Oklahoma City 
DUGGER, JEWELLE, Bus. Mgr., 
Eastern State Hospital, Vinita 
EDWARDS, RHEBA L., M.D., Supt., 
Western State Hospital, Ft. Supply 
HALL, DOROTHY, R.N., Dir. Nursg. 
Eastern State Hospital, Vinita 
SCRUGGS, MRS. ANNA T., Supt., 

State School, Enid 

SCRUGGS, W. F., Bus. Mgr., 

State School, Enid 

STOLTENBERG, RUTH, R.N., Dir. 
Nursg. 

Western State Hospital, Ft. Supply 
UPTON, HARRY L., R.N., 

Dir. Nursing Service 

Dept. of Mental Health, Oklahoma City 


OREGON 


BOLES, ROLLIN H., Architect, 

State Bd. of Control, Portland 
BROOKS, DEAN K., M.D., Supt., 
Oregon State Hospital, Salem 
CALLICRATE, D. L., M.D., Asst. Supt., 
Oregon Fairview Home, Salem 

COE, HENRY W., Gen. Mgr., 
Morningside Hospital, Portland 
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GAVER, KENNETH D., M.D., 

Dir. Ed. & Research, State Hosp., Salem 
GUISS, RUSSELL L., M.D., Asst. Supt., 
State Hospital, Salem 

HANDLY, ARTHUR M., Asst. Sec., 
State Bd. of Control, Portland 

HASKINS, JOHN L., M.D., 

Morningside Hospital, Portland 
HATFIELD, MARK O., 

Sec. of State, Salem 

NELSON, HERBERT L., M.D., Clin. Dir., 
State Hospital, Salem 

PARKER, DR. A. H., Clin. Psychol., 
Morningside Hospital, Portland 
STEWART, MRS. ELLEN, R.N., 
Morningside Hospital, Portland 


PENNSYLVANIA 
BELCHER, DONALD W., 
Smith, Kline & French, Philadelphia 
BENZ, EDWARD G., R.N., Consult., 
Nursg. Services, Dept. Welfare, Harrisburg 
BOSTWICK, RICHARD C., 
Smith, Kline & French, Philadelphia 
BRUNT, MANLY, M.D., 
Hospital of Ment. & Nerv. Disease, Phila- 
delphia 
BUTLER, CLAUDE H., M.D., Supt., 
Retreat State Hospital, Hunlock Creek 
CAMP, WILLIAM P., M.D., Asst. Supt., 
State Hospital, Norristown 
CHEETHAM, DONALD B., M.D., 
Smith, Kline & French, Philadelphia 
CHESTON, G. FRAZIER, Dir. 
Hosp. Service, Smith, Kline & French, 
Philadelphia 
DEHNE, THEO. L., M.D., Supt., 
Friends Hospital, Philadelphia 
DENMAN, LORETTA, 
Western Psychiatric Inst. & Clinic, 
Pittsburgh 
DORSEY, HARRY N., Admin., 
Western Psychiatric Inst. & Clinic, 
Pittsburgh 
DOWNEY, R. F., M.D. Supt., 
State Hospital, Mayview 
DUNLAP, R. BRUCE, Dir. 
Mental Health Constr. & Maint., 
Dept. of Welfare, Harrisburg 
GATSKI, ROBERT L., M.D., Supt., 
State Hospital, Danville 
JEPSON, JOEL, 
Smith, Kline & French, Philadelphia 
LINDEN, MAURICE E., M.D., Dir., 
Div. of Mental Health, Philadelphia 
MARSHALL, JOHN, 
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-RENQUEL improves behavior, may 
eliminate or decrease hallucinations 
and delusions, in an appreciable number of 
mentally ill patients.!* FRENQUEL is “ 
singularly without side effects.”* Its great 
safety! and dramatic results in many cases, 
strongly recommend FRENQUEL as initial 
therapy wherever dissociation is a compo- 


nent of the disease. 


Rz information 

FRENQUEL facilitates psychotherapy, 
improves the ward picture. Generally 
24 hours or more must elapse before 
clinical improvement is evident. The 
unusual safety of FRENQUEL permits 
prolonged maintenance therapy. A 
study involving 1,238 patients* re- 
vealed FRENQUEL to be particularly de- 
void of side effects: No Parkinsonism, 
no jaundice, no hypotension, no de- 
pression, no G. I. symptoms, no dizzi- 
ness, When FRENQUEL is discontinued, 
prodromal symptoms may recur. Ad- 
junctively in electroconvulsive thera- 
Py, FRENQUEL may help reduce the re- 
quired number of treatments. For 
emergency treatment or initial thera- 
Py, FRENQUEL is available for intrave- 


nous injection. 
References: |. Rinaldi, F.; Rudy, L. H., and Him- 
.t Am, J. Psych. 112:343, 1955. 2. Browne, 
. L. M.: J. Nerv. & Ment. Dis. 123:130, 1956. 
ts, E. A., and Gray, R. W.: Nebraska St. 
M. J. 41:460, 1956. 4. Cohen, S., and Parlour, R. R.: 
J.A.M.A, 162-948, 1956. 5. Feldman, P. E.: Am. J. 


Psych, 113:589, 1957. 6. Bowes, H. A.: Am. J. Psych. 
113-530, 1956. 


Indications : Acute schizophrenia, 
postoperative confusion, alcoholic psy- 
chosis, senile psychosis, other mental 
disorders characterized by dissociation 
or confusion. 


Composition: FRENQUEL (azacy- 
clonol) Hydrochloride is alpha-(4-pi- 
peridyl) benzhydrol hydrochloride. 


Dosage :.Tablets — initially 100 mg. 
t.id. When symptoms are controlled, 
reduce to 20 mg. t.i.d. maintenance 
dose. Injection — 100 mg. (20 cc.) 
every eight hours intravenously for 1 
to 7 days. 


Supplied : Tablets—20 mg. and 100 
mg. in bottles of 100 and 1,000. 


Injection—20 cc. ampuls containing 
100 mg. FRENQUEL. Supplied as single 
ampuls and in a hospital packer of 5. 


FRENQUEL Professional Information 
i upon request. 
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Clinical excerpts 2 1 


Use of meprobamate 
in chronic psychiatric patients 


“What is most important... is that... no schizophrenic patient 
be considered as refractory to drug therapy without having had 
an adequate course of this drug.” ‘Miltown’ “appears to be [a] 
drug of choice” in anxiety reactions and affective disorders.* 


HOSPITALIZED PATIENTS 


PSYCHIATRIC DIAGNOSIS CASES MODERATE MODERATE 
Anaiety reaction 26 
Affective disorders 23 17 


Personality disorders 10. i 
Chronic brain. syndromes 


« alleviates anxiety in chronic psychiatric 
patients facilitates psychotherapeutic a 
rapport = improves disturbed ward be- 
havior = suitable for prolonged therapy chronic psychiatric 
«no liver or renal toxicity reported = free fn ew Ys Acad. 
of autonomic effects. May 9, 1957. 
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